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by 
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F.C.0.G. 


Assistant Physician Accoucheur, St. Bartholomew’s Hospital. 


CHOCOLATE-CYSTS OF THE OVARY. 


In the series of 300 cases of ovarian tumours, which form the 
basis of these contributions, were 38 cases of chocolate-cysts of the 
ovary. I have not included ovarian haematomata of any type 
under the term chocolate-cysts, but have restricted the term 
chocolate-cyst to an ovarian cyst containing chocolate-like fluid 
which is lined by epithelium. Cases of haemorrhage into cysta- 
denoma, and of twisted ovarian cyst are easily distinguished from 
chocolate-cysts both by naked eye appearance and by histology. 
Ovarian haematomata resulting from haemorrhage into the cavity 
of follicles and corpora lutea are much more difficult to distinguish. 
It is not uncommon to find small collections of chocolate-like 
material in the ovary, which superficially resemble a chocolate- 
cyst but which on histological examination are proved to be- 
ovarian haematomata. Personally I believe the distinction 
between an old ovarian haematoma and a chocolate-cyst of the 
ovary to be extremely difficult, and I am certain that much con- 
fusion has existed in the past between such haematomata and 
chocolate-cysts. For this reason it may be convenient to com- 


mence by drawing attention to the main features of ovarian 
haematomata. 


Ovarian Haematomata may be of one of the two following 
types: 
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Follicular Haematomata. 


The follicular haematoma is the common form of ovarian 
haematoma. It is produced by interstitial haemorrhage from the 
young capillaries of the theca interna layer of a ripening follicle. 
It is limited internally by the membrana limitans externa of the 
follicle, so that in typical cases the cavity of the follicle is free of 
blood and the granulosa layer is not involved by the interstitial 
haemorrhage. Externally, the haemorrhage may extend deeply 
into the ovarian stroma and in well marked cases the capillaries 
around the follicle are enormously dilated. Such haematomata 
are easily recognized with the naked eye when the ovaries are 
incised. It is only rarely that the cavity of the follicle is involved 
by the haemorrhage, but in such cases the blood may burst into 
the peritoneal cavity and operation become necessary. I have 
seen only one such case, and the condition is extremely rare. 

Follicular haematomata do not present any resemblance to 
chocolate-cysts in the form described above, but during their 
retrogression certain appearances develop which may cause con- 
siderable difficulty in diagnosis. These appearances depend 
solely upon the absorption of the blood which has been effused. 
The mechanism of absorption is fairly simple. The red blood- 
corpuscles degenerate and undergo granular atrophy with loss of 
cell outline. Simultaneously there is an infiltration of the affected 
area by wandering cells and lymphocytes. These cells surround 
the follicle and become engorged with blood pigment. They are 
irregularly arranged among themselves and fibroblasts are scat- 
tered among them. Usually, during retrogression of the follicular 
haematoma a few red blood-corpuscles are effused into the cavity. 
The dark altered blood and the consistence of the blood-stained 
liquor, resemble the fluid of a chocolate-cyst, and there may be 
difficulty in distinguishing between the two except by micro- 
scopical examination. An old follicular haematoma is, however, 
always small, always spherical in shape. It is not surrounded by 
adhesions and is usually associated with similar haemorrhagic 
follicles in the same ovary. 


Corpus Luteum Haematoma. 


The corpus luteum haematoma is frequently seen in gynaeco- 
logical specimens. Two types can be recognized, the localized and 
the diffuse. In the former, which is common, the haemorrhage is 
limited to the lutein layers and to the cavity. In the latter, which 
is rare-I have seen only three cases—the blood bursts into the 
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peritoneal cavity and produces diffuse intra-peritoneal haemor- 
rhage. The mechanism of the production of a corpus luteum 
haematoma is very simple. It depends upon the effect of ovarian 
hyperaemia upon the young capillaries of the granulosa layer of 
a proliferating corpus luteum during the stage of vascularization. 
Large interstitial haemorrhages are produced in the granulosa 
lutein layer and blood is also effused into the cavity of the corpus 
luteum. Such corpus luteum haematomata do not resemble 
chocolate-cysts. It is with retrogressing forms that the similarity 
arises. In some cases this similarity is very striking, and the 
contents of the corpus luteum may be macroscopically identical 
with those of a true chocolate-cyst. Microscopically, the retro- 
gressing corpus luteum displays the following features: Lutein 
cells can be identified in early forms, and if such cells are present 
the aetiology of the cyst is at once apparent. The lutein cells may 
be difficult to distinguish from pseudo-lutein and pseudo-xanthome 
cells—but this question will be considered subsequently. Hyaline 
tissue is deposited in the lutein layer and along its inner border. 
The red blood-corpuscles show poor definition and spindle cells 
are scattered among them. Among these cells lie connective tissue | 
cells, which are engorged with refractile blood pigment. Large 
polyhedral cells also appear: they are brown in colour and are 
not related to lutein cells, for one can never identify a line of 
transition. They are not related to leucocytes, for the latter are 
rarely seen and the cells are undoubtedly of the reticulo- 
endothelial system. Plasma cells are not seen, but lymphocytes 
are plentiful. The cavity of the corpus luteum contains large 
connective tissue cells engorged with blood-pigment. This finding 
is very typical and the cells are easily recognized. In cases of 
old retrogressing corpus luteum haematomata the peculiar con- 
glomeration of connective tissue cells engorged with blood, and 
old retrogressing lutein cells, is characteristic. There is not any 
resemblance to any other formation in the ovary, the origin is 
easily identified so that such cysts can be classified under the 
follicle system. The cysts are usually small, rarely more than 
half an inch in diameter and, as I have already indicated, macro- 
scopically resemble typical chocolate-cysts except for their size. 
Other ovarian haematomata have been described under various 
terms such as corpus albicans haematoma, corpus candicans 
haematoma. This elaboration seems unnecessary, for all such 
forms arise from a follicular or a corpus luteum haematoma and 
they represent late stages of retrogression of these structures. The 
only interest attached to them is that they invariably display 
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large numbers of connective tissue cells engorged with blood- 
pigment in their cavities. 

Pfannenstiel, in his classification of ovarian haematomata 
postulated an interstitial haematoma of the ovary in which blood 
was effused into the stroma independently of the follicle system. 
I think it is undoubtedly true to say that such haematomata are 
of negligible importance. It is quite certain that this term has 
previously been applied to large follicular haematomata, for unless 
serial sections are taken it is quite easy to miss the association of a 
large haemorrhage with the theca interna layer of a follicle. On 
the other hand small haematomata are very occasionally seen in 
the stroma. I have, however, never seen any resemblance 
between a resolving haematoma of this type and a retrogressing 
corpus luteum haematoma. 

The frequency of ovarian haematomata has been statistically 
investigated by Berecz' who encountered 108 cases in 1,058 
ovaries. In 12 of these cases surgical intervention was necessi- 
tated, in the other 96 the findings were accidental. Twenty-nine 
cases were of corpus luteum haematomata, 71 of follicular haema- 
tomata and eight only interstitial haematomata. It is undisputed, 
therefore, that ovarian haematomata are common: probably more 
common than is generally supposed. 


CHOCOLATE-CYSTS OF THE OVARY AND HETEROTOPIC 
ENDOMETRIAL PROLIFERATIONS. 

It is impossibe to describe the pathology of chocolate-cysts 
of the ovary without reference to the various forms of heterotopic 
endometrial proliferations, for whatever the aetiology of chocolate- 
cysts may be, the cysts are frequently found in common with such 
proliferations and their histology strongly suggests some relation- 
ship. The aetiology of chocolate-cysts might be simplified if that 
of the heterotopic endometrial proliferations were adequately 
explained, but a critical survey of modern work strongly suggests 
that even in recent years little has been done to clear up the old 
confusion of ideas, and the new theories that have been advanced 
have, if anything, added to this confusion. The literature on the 
subject of chocolate cysts and of adenomyoma has now become 
very extensive and I have not attempted to give a full account of 
the papers that have been published, but some résumé is 
necessary to indicate the present-day theories. 

The credit of describing adenomyoma of the uterus belongs to 
Rokitansky, but it was not until von Recklinghausen’s’ contribu- 
tions were published in 1893 that much attention was paid to these 
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tumours. Adenomyomata were described as tumours arising 
near the cornua of the uterus which contain gland spaces in the 
myometrium. The gland spaces are lined by an epithelium similar 
to that of the endometrium and are frequently surrounded by a 
stroma which closely resembles that of the endometrium. Von 
Recklinghausen put forward the view that cornual adenomyo- 
mata are derived from embryonic rests of the Wolffian system and 
adduced embryological evidence to support this hypothesis. He 
also pointed out the resemblance between the glands of 
adenomyomata and the glomeruli and convoluted tubules of the 
primitive kidney. There is a well-marked tendency at the present 
time to criticize von Recklinghausen’s work. This is in many 
ways unfair, for although von Recklinghausen emphasized the 
Wolffian body hypothesis, he was well aware of Chiari’s* work on 
salpingitis isthmica nodosa and pointed out that Chiari’s concep- 
tion of a pre-existing inflammation could not explain all such 
cases. Von Recklinghausen further antedated Cullen in that he 
stated dogmatically that centrally located adenomyomata of the 
uterus arose from the uterine mucosa. Cullen,* in 1896, brought 
forward the view that all adenomyomata arise by downgrowths 
from the uterine mucosa or are derived ultimately from remains 
of the Miillerian duct, and it is universally accepted that this 
origin, which can be readily proved by means of serial sections of 
the uterus in cases of adenomyomata, holds good for certain cases. 
Cullen’s theory does not make any satisfactory explanation of the 
reason why the endometrium infiltrates the myometrium. Von 
Franqué,’ in 1900, suggested that this factor was an inflammation 
of the endometrium, but this view has received little support, for 
there is little, if any, evidence in its favour. One of the main 
difficulties in investigating the aetiology of the tumours is that they 
are not limited to the uterus. The tumours have been found in 
the pouch of Douglas, the recto-vaginal septum, the posterior 
vaginal wall, the round ligament, at the umbilicus, in the ovarian 
ligament, and in the wall of the sigmoid colon. This wide distri- 
bution offers a considerable obstacle to the acceptance of either 
v. Recklinghausen’s view or that of Cullen. 

It was originally shown by Iwanoff* that certain cases of adeno- 
myoma can be explained by postulating metaplasia of the meso- 
thelial cells of the peritoneum and their subsequent down-growth 
into the myometrium of the uterus with the formation of tumours 
of the adenomyomatous type. This serosal theory has been 
elaborated by R. Meyer,’ and the evidence available is conclusive 
in support of this hypothesis for certain cases. R. Meyer admits 
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Cullen’s view for some cases of adenomyomata and uses the 
nomenclature suggested by O. Frankl* of adenomyosis externa 
and interna for the two forms. R. Meyer has also submitted 
v. Recklinghausen’s embryological evidence to a critical analysis, 
and by embryological researches has shown conclusively that the 
Wolffian system cannot play any part in the formation of cornual 
adenomyomata. The Wolffian theory has now been discarded, 
for there is no evidence in its support and it cannot possibly 
explain such tumours as adenomyomata of the umbilicus. 

Until the year 1921 discussion on the aetiology of these tumours 
was centred round accounting for adenomyosis externa and 
adenomyosis interna. Accumulation of evidence gradually elimi- 
nated the arguments in favour of an inflammatory origin, although 
R. Meyer still maintains that pelvic inflammation predisposes to 
the formation of adenomyosis externa, and in the case of salpin- 
gitis isthmica nodosa the evidence is strongly in favour of a 
primary inflammatory lesion of the Fallopian tube. It is fair 
to state that inflammations do not account for the majority of 
cases of adenomyosis, and few believe that the origin of all cases 
can be attributed to inflammatory lesions. Another difficulty was 
the determination of the pathological nature of the tumours. 
Microscopically they cannot be considered new growths. Their 
characters can be explained by assuming a myohyperplasia 
around endometrial tissue. The peculiar infiltrating properties 
which are best exemplified by the tumours of the recto-vaginal 
septum are not due to infiltration by malignant cells, but represent 
the advancement and burrowing action of endometrium-like tissue. 
Clinically, the tumours do not behave like malignant new growths 
and they show little, if any, tendency to become carcinomatous. 
I have found only three cases recorded in the literature of malig- 
nant changes developing in extra-uterine adenomyomata and not 
one of these is convincing. The tumours are almost unparalleled 
in the body, and even pathologically it is extremely difficult to 
place them in the correct category. 

In 1921 the position changed completely. Sampson,’ in 
America, called attention to the chocolate-cysts of the ovary and 
pointed out that endometrium-like tissue could be found in the 
walls of these cysts. This observation had been made originally 
by Russell,’® in 1899, but little notice was taken of it, and it is a 
source of great wonder and of no little amusement to the younger 
gynaecologists of to-day that while their seniors were battling over 
adenomyomata of the pelvis these common tumours of the ovary 
were completely neglected. Sampson’s great achievement was to 
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call attention to the frequency of the chocolate-cysts of the ovary. 
In 1918 he had produced experimental evidence of regurgitation 
of bismuth emulsions from the uterus into the Fallopian tube and 
abdominal cavity, and he explained chocolate-cysts of the ovary 
by assuming that the endometrium which is shed from the 
menstruating uterus regurgitates through the Fallopian tube and 
becomes implanted upon the ovary. The grafted endometrium is 
considered to infiltrate the ovarian stroma and to undergo mens- 
trual changes, so that the retained fluid of the chocolate-cysts is 
almost identical with haematocolpos fluid. Sampson’s theory 
has received wide recognition, and there are few gynaecologists in 
this country who do not accept it, for there is a great deal of 
evidence in its support. The theory explains the nodules of endo- 
metrial tissue which are so common in the pouch of Douglas, and 
it is well known among operating surgeons that menstrual blood 
is frequently found in the pelvis during operations upon menstru- 
ating women. Halban"’ and others have examined this blood 
microscopically and found endometrial tissue among the blood 
cells. Jacobson’* and others have shown by means of grafting 
experiments that the endometrium of the uterus can be implanted 
into the peritoneal cavity. Decidual reaction has been demon- 
strated in the walls of chocolate-cysts and in the nodules of the 
pouch of Douglas in cases of pregnancy, and premenstrual hyper- 
trophy and menstrual necrosis have also been described. it is 
undoubtedly true that these ectopic endometrial areas behave 
exactly like the human endometrium in their response to the 
ovarian hormones. 

Superficially, therefore, the theory admirably accounts for the 
origin of chocolate-cysts of the ovary. But the difficulty is to link 
up Sampson’s theory with adenomyosis externa and interna and 
with adenomyomata in other parts of the pelvis. It seems im- 
possible to deny any association between chocolate-cysts and 
pelvic adenomyomata, for the histological resemblance between 
the growths is sometimes so close. Sampson’s original theory 
failed to account for this association. He has since elaborated 
his theory and explains intestinal cases by supposing that 
dissemination of pieces of endometrium occurs in the peritoneal 
cavity, either as the result of bursting of a chocolate-cyst or from 
back flow along the Fallopian tube. He explains inguinal adeno- 
myomata by metastasis by way of lymphatics or veins, or by 
implantation into a hernial sac. Sampson also favours an associa~ 
tion between carcinoma of the body of the uterus and carcinoma 
of the ovaries, and explains the growths in the ovaries as 

II31 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


secondary to primary uterine carcinoma: dissemination taking 
place by implantation. 

I think that Sampson’s theory has now passed the full tide of 
popularity and the ebb is becoming very strong. Sampson’s 
theory has the great feature of being extremely difficult to dis- 
prove. It is relatively easy to produce evidence in favour of 
alternative hypotheses, but to obtain concrete evidence against his 
theory is almost impossible. There are several strong objections 
to Sampson’s theory. In the first place it is unexplained why all 
women do not develop chocolate-cysts. The regurgitation theory 
implies that endometrium is continuously being shed on to the 
surface of the ovaries. Again, patients in whom blood is found 
in the peritoneal cavity during menstruation do not always have 
chocolate-cysts or pelvic adenomyomata. A study of the menstrual 
endometrium shows that the endometrium which is shed during 
menstruation is degenerate, and it is difficult to believe that this 
tissue retains sufficient vitality to graft itself upon the ovary. The 
main objection to the theory is that it does not explain 
adenomyomata of the umbilicus or adenomyosis interna. To the 
histologist the difficulties of accepting the theory are very great. 
This aspect will be considered in detail subsequently. A further 
objection is that adenomyomata of laparotomy scars have been 
reported in cases in which an operation has not been performed 
upon the uterus, and endometrial ‘“‘spill’’ cannot be used as an 
explanation of such cases. 

A study of these objections led Halban in 1923 to formulate an 
alternative theory which has been developed by his pupil Mestitz.’* 
Halban explains all adenomyosis cases and chocolate-cysts by 
lymphatic spread from the endometrium of the uterus. He 
believes that pieces of endometrium enter the uterine lymphatics 
during menstruation and after the operation of curetting. By 
applying this hypothesis to the known facts of the lymphatic 
drainage of the uterus Halban was able to explain almost all forms 
of adenomyomata and chocolate-cysts. Halban’s theory has been 
adopted in part by Sampson” in his recent papers. Personally I 
think the theory unsound. I have examined thousands of sections 
of cases of adenomyomata and chocolate-cysts and I have never 
yet seen endometrial tissue in lymphatic spaces. Furthermore, I 
do not accept the interpretations which Mestitz and Sampson 
suggest for their illustrations. Halban’s work has served 
the useful purpose of bringing together the arguments against 
Sampson’s theory, but its constructive work seems of negligible 
importance. 
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In 1925 Schiller’® put forward a further hypothesis. He pointed 
out that the gland spaces of uterine adenomyomata were 
frequently lined by an epithelium which was cubical in some areas 
and flattened out in others, and suggested that in some cases of 
adenomyomata the gland spaces were produced by metaplasia of 
lymphatic endothelium. This theory is not of practical import- 
ance, for it has little application, but it emphasizes very strongly 
that hormonal influences are probably at work in the formation of 
adenomyomata and chocolate-cysts. 

The most recent work on chocolate-cysts is that of Brakemann,"* 
Stiibler and Haeuber”’ and myself,’* all of whom have pointed out 
that many forms of chocolate-cysts of the ovary do not have 
endometrial tissue in the walls. The pathology of chocolate-cysts 
seems, therefore, to be in a state of turmoil, each successive worker 
bringing forward new ideas. 


Material. 


There were 38 cases of chocolate-cysts of the ovary in the 
series of 300 cases of ovarian tumours. All the cases have come 
under my observation and complete clinical records have been 
available. All the specimens have been examined microscopic- 
ally and a large number of serial sections has been made. My 
views of the aetiology and even of the interpretation of the histology 
have been modified as more cases have been obtained, and the 
interpretations that are given below are different in some ways 
from those that I have previously expressed. 

The cases are described under the term chocolate-cysts of the 
ovary. These cysts are defined as ovarian cysts which contain 
thick fluid resembling liquid chocolate. Twisted pseudo-mucinous 
cysts are not included in this definition, for they are easily dis- 
tinguished. Similarly, most forms of ovarian haematomata can 
be identified as such. The cysts are familiar to all gynaecological 
surgeons. They are usually about two inches in diameter, are 
usually adherent in the pelvis behind the uterus and almost in- 
variably rupture during their removal, discharging typical dark 
brown fluid over the pelvic viscera. I propose to refer to all 
cysts of this type as chocolate-cysts, preferring this neutral term 
to the other names in common use. 

These cysts have already been described at great length by | 
many authorities, and I think that little will be gained by offering 
detailed descriptions of their macroscopical features. On the 
other hand the histology that has been published is by no means 
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adequate, and many descriptions that have been made can be 
very severely criticized. Descriptions of the histological researches 
will first be given and the aetiology will be subsequently considered. 

As I have already stated most gynaecologists accept Sampson’s 
views upon the aetiology of chocolate-cysts of the ovaries. I 
have classified my specimens according to their histological form 
and have established that a chocolate-cyst lined by true endo- 
metrial tissue is very exceptional. This is the fundamental result 
of the researches. The following groups of cases have been 
collected together. 


Group A. 


Fifteen cases belong to this group. The essential feature of 
cysts of this group is the presence of large faintly staining 
polygonal cells in the cyst wall. These cells will be called pseudo- 
lutein cells for they differ from granulosa lutein cells in their 
cytology. They have a more irregular cell outline, their proto- 
plasm is faintly granular and brown in colour. The cells do not 
give the microchemical iron reactions of the blood-pigments. 
They may have a peculiar mosaic-like arrangement. 

The cells are not limited to chocolate-cysts. I have seen them 
frequently in pseudo-mucinous cysts, and in ovarian cysts from 
patients past the age of the menopause. The pseudo-lutein cells 
resemble granulosa lutein cells superficially, and are frequently 
arranged radially towards a central cavity in such a manner as to 
recall the arrangement of the cells of a mature corpus luteum. 

In addition to pseudo-lutein cells, pigmented connective tissue 
cells can also be demonstrated in the walls of cysts of this group. 
These cells are, however, much smaller; they tend to be spindle- 
shaped, and the pigment they contain gives the microchemical 
reactions for iron. Another type of cell which is also found in 
these cases is the pseudo-xanthome cell. This cell is larger than 
the pseudo-lutein cell: it has a spherical nucleus and its protoplasm 
is brown and very coarsely granular. It contains lipoids but does 
not give the microchemical reactions for iron. It must be dis- 
tinguished from the pseudo-lutein cell, not merely because of its 
different cytology but because of its different distribution. To 
complicate matters still further, macrophages are not infrequently 
found in the walls of these cysts and cells which are frankly 
endothelial in type with phagocytic properties are also found. 
If one considers the cells which may be present in the ovaries of 
patients of this group the following scheme may be drawn up: 
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Follicle Origin. 
(a) Proliferating. 
1. Granulosa lutein cells (b) Mature. 
(c) Retrogressing. 
2. Theca interna cells 
(a) Paralutein cells of the corpus 
luteum. 
(b) Thecalutein cells of atretic 
follicles. 
3. Interstitial cells. 


Connective Tissue and Reticulo-Endothelial Cells. 
. Pigmented connective tissue cells. 
. Pseudo-lutein cells. 
. Pseudo-xanthome cells. 
. Macrophages. 
. Endothelial cells. 


It will be appreciated that the histology of this type of chocolate- 
cyst of the ovary is much more intricate than one might infer 
from the usual descriptions. At the root of the trouble lies the 
presence of blood in the cavity of these cysts, and it is the irritation 
which is thereby induced, together with the elaborate mechanism 
of its absorption, which causes the extremely complicated structure 
of the walls of the cysts. In the past, attention has been mainly 
paid to the lining epithelium of chocolate-cysts, and the minute 
histology of the connective tissues has been neglected. The 
descriptions that are given below take into consideration the 
appearances of the connective tissues in the walls of the cysts and 
in this way they differ fundamentally from those usually given. 

As I have already stated, the examination of the specimens has 
been as complete as modern methods allow and with small cysts 
serial sections have been made. I do not think, therefore, that 
any important feature has been missed, and for this reason I have 
introduced an element of dogmatism into the descriptions. My 
excuse for this is that the account might become incomprehensible 
if it were purely descriptive. 

The cysts conformed to the definition of chocolate-cysts which 
I have already given. The largest was four inches in diameter 
and the usual size was two inches in diameter. In all cases 

‘they were unilocular. The surfaces were usually covered with 
adhesions, and in all cases except two they were densely adherent 
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to surrounding structures so that they ruptured during removal. 
The walls varied in form according to the size of the cyst. In 
large cysts the wall was thick and firm, glistening white in colour. 
Its inner surface was ragged with dark altered blood firmly 
adherent. 

In these specimens the cysts were small, and partly for this 
reason and partly because of their histology they were considered 
to be early forms. The ovaries contained follicles and corpora 
lutea, which were normal but for their vascularity. The chocolate- . 
cysts were quite distinct from the follicle system. 

In the earliest form the chocolate-cyst consisted of a mass of 
pseudo-lutein cells which were arranged in a characteristic mosaic- 
like form without connective tissue cells intervening between them. 
The cavity contained large globules of brown material full of 
blood-pigment. The inner layer of the pseudo-lutein cells was 
irregular and merged into the chocolate-like material in the cavity. 
Later stages showed the pseudo-lutein cells to be without a clearly 
defined cell outline, but the layer was never seen to be vascularized 
as in the case of the mature corpus luteum. In these later stages, 
pigmented connective tissue cells, very conspicuous because ot 
their brown colour, appeared at the periphery of the cyst. Fre- 
quently in these later forms the contour of the cyst became 
convoluted and superficially there was a well-marked resemblance 
to the contour of the corpus luteum. The ovarian stroma in the 
immediate neighbourhood was vascular, and large dilated 
capillaries and dilated lymphatics were numerous near the walls 
of these cysts. In these early specimens, a lining epithelium was 
not found, but with older cases an imperfect endothelial or 
epithelial lining was present. In 12 cases such a lining could be 
demonstrated. 

Whatever the aetiology of the cysts may be, it is absolutely 
certain that the epithelial lining is only fully developed in old 
forms. The histological researches produce overwhelming evi- 
dence of this. In young chocolate-cysts of this type, the lining 
epithelium is imperfectly developed and is found only in the form 
of endothelial cells. These cells are seen best in the crypts 
between convolutions. They are flattened, irregular in shape and 
stain badly. Usually the lining epithelium is endothelial in those 
areas in which pseudo-lutein cells are numerous, and cubical or 
columnar in old forms, in which the pseudo-lutein cells have been 
replaced by hyaline tissue. It is easy to demonstrate the transition 
between endothelial cells and cubical cells, for intermediate cells 
can be found which are neither endothelial nor cubical. Ina few 

1136 


wie 
a = 


THE PATHOLOGY OF OVARIAN TUMOURS 


cases the epithelium becomes high columnar in type and in such 
cases it may form tufts or papillae which project into the cavity 
of the cyst. In such cases a stroma becomes differentiated beneath 
the epithelium, but both the epithelium and the stroma are quite 
different from the corresponding structures of the endometrium of 
the uterus. When the stroma is well developed pseudo-xanthome 
cells make their appearance. Invagination of the epithelium into 
the cyst wall is also frequently observed in these old cases. 

In old cysts, dense hyaline tissue replaces the pseudo-lutein cells 
and forms a dense fibrous wall which offers considerable difficul- 
ties to histological work. The replacement is gradual, and during 
its progress macrophages can be identified among the pseudo-lutein 
cells. The epithelial lining persists and, indeed, becomes better 
developed so that the-end result is a chocolate-cyst with a tufted 
epithelial lining surrounded by a thick fibrous capsule. 

The description that I have given above includes most of the 
usual features of these cysts. In 1927 I published a description . 
of these cysts under the term “‘ tarry cysts of the ovary.’’** I 
classified them into three groups: tarry granulosa lutein cysts, 
tarry thecalutein cysts, and tarry corpus luteum cysts. At the 
time, I believed that what I now call pseudo-lutein cells, 
were true lutein cells, although abnormal in their appearance, It 
is quite true that pseudo-lutein cells may easily be mistaken for 
lutein cells, and I obtained independent opinions as to whether 
pseudo-lutein cells were really lutein in type or not. In this paper 
I regarded the chocolate-cysts, which are discussed in the present 
paper under Group A, as being lutein in nature and the three 
groups, corpus luteum, granulosa lutein, and thecalutein, were 
introduced to explain some of the histological features. It is quite 
clear now that this conception of cysts of this type is erroneous, 
and the conclusions I reached in this previous paper must be 
withdrawn. Since this paper was published I have demonstrated 
pseudo-lutein cells in ovarian tumours of patients past menopausal 
age. Indeed the cells are common in the papillomatous types of 
cystadenomata. 

In five of the 15 cases brown areas were found on the perito- 
neum in the pelvis separate from the ovary, which were found to 
contain pseudo-lutein cells when they were examined microscopic- 
ally, and there was proliferation of the mesothelial cells of the 
peritoneum in the vicinity which led to an appearance closely 
paralleling that of the cyst in the ovary. In two cases these areas 
were found in front of the uterus in the utero-vesical pouch of the 
peritoneum and were about a quarter of an inch in diameter. In 
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the other case they were distributed over the back of the uterus, 
over the appendix, and over the peritoneum of the posterior 
wall of the pelvis. It is theoretically possible that they were 
produced by implantation, but their distribution in front of the 
uterus and their histological appearances were against this view. 

In two of the 15 cases areas were found in the cysts which were 
microscopically indistinguishable from the endometrium of the 
uterus. In both of these cases the endometrial tissue was separate 
and distinct from the lining of the chocolate-cyst and did not form 
any part of its wall. The areas of endometrial tissue probably had 
no connexion with the chocolate-cyst whatsoever. These cases 
will be dealt with in more detail later. 

The cysts were bilateral in five cases, arose from the right 
ovary in five cases, and from the left ovary also in five cases. 
The largest cyst was four inches in diameter. Ten of the patients 
were married, but the majority of these were either sterile or had 
_ borne only one child. Fertility is not, therefore, characteristic of 
the patients who develop these cysts. The youngest patient was 
29, the oldest 64, and the average age was 40. 

It is very important to realize that in one case—that of the 
patient aged 64—the woman was past the age of the menopause. 
There was no doubt of the nature of the cyst, although it was 
associated with a pseudo-mucinous cyst of the opposite side. I am 


inclined to the view that the cyst was an old chocolate-cyst which 
had been present for many years. With this single exception the 
majority of patients were between the ages of 30 and 45. 


Grout B. 


Twenty cases are included in this group. The cysts conform to 
the definition which I have already given of chocolate-cysts of the 
ovary. All the cysts possessed an epithelial lining, but the cyst 
was not in any case lined by tissue which could be considered to 
resemble accurately the endometrium of the uterus. Pseudo-lutein 
cells were not found in the walls of the cysts, although pseudo- 
xanthome cells were often present. All the cysts were unilocular, 
each was surrounded by adhesions, and each had a shaggy 
irregular lining membrane. 

The cysts may be described in relation to the structures found 
in their walls. 


Epithelium. 


The epithelium was better developed than in cases of Group A, 
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although in some areas it was endothelial. On the whole it was 
high columnar, although there was great irregularity in the size 
and shape of the individual cells. In typical cases the epithelium 
possessed a basement membrane. Frequently the cells had an 
irregular inner border and contained droplets of secretion. There 
was also a tendency for the epithelium to become heaped up to 
form pseudo-papillae and occasionally true papillae with a well 
differentiated stroma were seen. Similarly, the activity of the 
epithelium led to the production of invaginations into the connec- 
tive tissues which surrounded the cyst wall. Sometimes the 
epithelium was ciliated and very occasionally goblet cells could be 
demonstrated. The irregularity in the size and shape of the cells 
of the lining epithelium was best seen in the areas of transition 
between endothelial and epithelial cells and probably illustrated 
the process of metaplasia. 


Stroma. 


Beneath the epithelium, intervening between the epithelium 
and the tissues of the ovary, an ill-developed stroma was some- 
times found. It was not present in all cases. It was composed 
of spindle-shaped cells with deeply staining nuclei. This layer 
was very vascular, and dilated capillaries were found in plenty. 


Among the stroma cells, pigmented connective tissue cells and 
pseudo-xanthome cells were found in large numbers. Plasma cells 
and lymphocytes were sometimes seen, but very infrequently. 


Contents. 


The contents consisted of degenerate red blood-corpuscles and 
young fibroblasts. Near the cyst wall pigmented connective tissue 
cells and occasional globules of secretion could be demonstrated. 


Ovarian Tissue. 


There was not any disturbance of the follicle system except for 
increased vascularity, which led to the formation of corpus luteum 
and follicular haematomata and to the occasional production of 
small thecalutein and granulosa lutein cysts. The stroma of the 
ovary was markedly altered and was much fibrosed, so that dense 
bands of fibrous tissue were usual in the walls of the cysts. The 
walls of the cysts were, therefore, thick, white, firm and fibrous, 
and this character is typical of cysts of this type. 

In old standing cysts hyaline tissue is deposited in the cyst 
wall in precisely the same manner as is found in cysts of Group A. 
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Summary. 


The structure of cysts of this Group closely resembles that of 
the cysts of Group A. Apart from the absence of pseudo-lutein 
cells, and the presence of a better developed epithelial lining, the 
cysts are almost identical both in their histology and in their naked- 
eye features. From a careful study of the cysts of the two groups 
I am convinced that Group B cases are, generally speaking, older 
forms of the type of cyst included in Group A. I have sub- 
divided the cases into these two groups to enable the aetiology 
of the cysts to be considered. This will be discussed later. 

Twenty cases belong to Group B: the cysts were bilateral in 
eight cases, involved the right ovary in six cases, the left ovary 
also in six cases. The largest cyst measured 4 inches by 3 inches 
by 2 inches. Fourteen of the patients were married, but again 
fertility was not characteristic of the patients, for only ro 
of the 20 belonging to this series had borne children, and only 
one of these had been pregnant as many as three times. The 
youngest patient was 25, the oldest 66, the average age was 30.5 
and eight of the 20 patients were between the ages of 30 and 35. 
Only one case was met with in a patient past menopausal age and 
the cyst in this case gave the impression of being of long standing. 

There was not any evidence of a wide distribution of pseudo- 
lutein cells in the pelvis in these cases. 

In only one of the 20 cases was true endometrial tissue found 
in the wall of the cysts. This case will be referred to later. One 
further feature requires mention. In three cases the epithelium 
of the cyst wall showed a suspicion of squamous metaplasia. 
Squamous epithelium was not present, but the resemblance was 
sufficiently well marked to be noticeable. Only minute areas 
were involved. 


Group C. 


Three cases belong to this group. The cysts conformed to 
the definition of chocolate-cysts which I have already given. 
The essential feature of all these cases was the presence of true 
endometrial tissue in the walls of the cysts. In one case the cyst 
measured four inches in diameter and the walls closely resembled 
that of the cysts of Group B, but, in addition, true endometrium- 
like tissue was found directly continuous with the epithelium of 
the cyst wall. In the second case, small areas of endometrium- 
like tissue were adherent to the surface of the ovary, but in 
addition small chocolate-cysts of the Group A type were aiso 
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found. In the third case the lining epithelium was similar to that 
of cases of Group B, but again small areas of endometrium-like 
tissue were found continuous with this epithelium. 

In addition to these three cases, in two cases of Group A and 
in one case of Group B, areas of endometrial tissue were found in 
the ovaries, but they did not take part in the formation of the 
lining membrane, and in consequence the cysts are considered in 
these Groups rather than being placed in the category of true 
endometriomata. 

I have completed the descriptions of the 38 cases of chocolate- 
cysts of the ovary and the results have now to be discussed. It 
is perhaps simplest to discuss the actiology by considering each 
point in turn. 


Are chocolate-cysts of the ovary to be considered as examples of 
heterotopic endometrial proliferations? 


As the result of Sampson’s theory of implantation there is a 
tendency at the present time to regard chocolate-cysts of the 
ovary as being lined by endometrial tissue. If this were so 
chocolate-cysts should be regarded as examples of heterotopic 
endometrial proliferations. On the other hand in the 38 cases 
of chocolate-cysts which I have described above, only three cysts 
were lined by tissue resembling endometrium. In three other 
cases endometrium-like tissue was demonstrated elsewhere in the 
ovaries. These figures show conclusively that in most cases of 
chocolate-cysts the lining is not endometrial tissue. It is true 
that the lining consists of epithelium, and frequently beneath the 
epithelium a stroma has become differentiated. This lining is 
not usually, therefore, identical with the tissues of the endo- 
metrium of the uterus. This conception is contrary to the views 
held in this country, and for the discrepancy there must be an 
explanation. I am convinced that in the past any chocolate-cyst 
with an epithelial lining has been considered to be an endo- 
metrioma. I do not accept this definition, and insist that true 
endometrial tissue must be identified in the lining membrane 
before this diagnosis can be made. It is easy to understand how 
the error has crept into the literature. Chocolate-cyst fluid 
closely resembles haematocolpos fluid, and heterotopic endo- 
metrium has been found frequently in the ovaries. It is, there- 
fore, simple to imagine that a chocolate-cyst is produced by the 
menstrual discharge of this heterotopic endometrium. As I have 
shown, this argument is unsound, for the majority of chocolate- 
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cysts are not lined by endometrial tissue. Similarly, although a 
casual inspection of the wall of a chocolate-cyst might suggest 
a resemblance of the lining membrane to the endometrium of the 
uterus a more careful examination would fail to demonstrate the 
identity. 

As I have shown, chocolate-cysts of the ovary contained 
pseudo-lutein and pseudo-xanthome cells in the walls in 15 cases 
out of 38. Such cells are foreign to the endometrium of the 
uterus. Their significance cannot be explained by Sampson’s 
theory. 

The typical chocolate-cyst of the ovary has a firm white 
capsule except in those regions in which it is adherent to sur- 
rounding structures. It is difficult, therefore, to believe that a 
chocolate-cyst is derived from an original implantation of endo- 
metrium upon the surface of the ovary. 


The relation of chocolate-cysts to adenomyomata and to other 
heterotopic endometrial proliferations. 


In 10 of the 38 cases the uterus was removed at operation and 
subsequently examined microscopically. In all ro cases fibroids 
were present in the uterus. In seven cases heterotopic endo- 
metrial proliferations could be demonstrated in the uterus. There 
was one case of adenomyosis interna, one case of true adeno- 
myosis externa, and in the other five cases adhesions were found 
on the back of the uterus which contained gland spaces of the 
form which Sampson has described under the term pelvic endo- 
metriosis. Therefore, in 70 per cent of complete specimens 
heterotopic endometrial proliferations were demonstrated. In 28 
cases an opportunity was not afforded of examining for hetero- 
topic endometrial proliferations elsewhere than in the ovaries, 
for only the cysts were removed. 


AETIOLOGY OF CHOCOLATE-CYSTS OF THE OVARY. 
The problem of the aetiology of the chocolate-cysts of the ovary 
is not easy to solve. It may best be dealt with by considering 
each possibility in turn. 


(a) Origin from the follicle system. 


It is very doubtful if this theory has many supporters. As 

I have already mentioned, the suggestion that chocolate-cysts or 

tarry-cysts of the ovaries were of luteal origin was put forward by 

myself. The error was due to the similarity between pseudo-lutein 
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cells and true lutein cells. Fortunately very little notice was 
taken of this suggestion in this country, but in Australia King’® 
accepted my findings and adopted the classification that I had 
suggested. The theory has obtained some support in America, 
but in Germany Robert Meyer has very rightly condemned it. 
The theory should be rejected on the following grounds: 

Pseudo-lutein and pseudo-xanthome cells can be demon- 
in the ovaries of patients of post-menopausal age. They have 
been met with in cases of pseudo-mucinous cysts and of dermoid 
cysts, in which there has not been any suggestion of a relation to 
the follicle system of the ovary. They are found in the thyroid 
gland in cases of thyroid adenomata, and in the breast in cases of 
chronic interstitial mastitis. 


(b) lmplantation theory. 

Sampson’s supposition of the implantation of pieces of endo- 
metrium upon the ovaries is a theory which merits the closest 
attention, for it allows many features of pelvic endometriosis to 
be explained. I have already pointed out that it is a common 
experience during pelvic operations to find blood in the pelvis 
when operating upon a menstruating patient, and Halban has 
demonstrated endometrial tissue in this fluid. There is, there- 
fore, convincing proof that menstrual blood regurgitates into the 
abdominal cavity. The distribution of heterotopic endometrial 
proliferations suggests—-in some cases—that these proliferations 
may be initiated by the implantation of endometrium as a result 
of this regurgitation. For example, the deposits in the pouch of 
Douglas, on the posterior surface of the uterus and in the scars of 
laparotomy wounds, following such operations as Caesarean 
section, can be easily and almost convincingly explained in this 
way. When once the endometrium has been implanted it is 
presumed that it behaves exactly like normal endometrium, and, 
under the influence of the ovarian hormones, passes through 
precisely similar cyclical changes, with the result that menstrual 
blood is rhythmically discharged into the peritoneal cavity. Be- 
cause of the irritation thus induced, characteristic blood-cysts are 
produced. Regurgitation of menstrual blood through the Fallo- 
pian tube has been demonstrated histologically by Bailey,” and 
I personally have frequently found pieces of endometrium ad- 
herent to the normal ovary in histological preparations. The 
next step is to prove that endometrium can be grafted. This 
requires animal experiments, and I have therefore repeated and 
elaborated the original work of Jacobson as follows: 
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Animal experiments. 

The objects of these experiments were to establish the follow- 
ing points: 

(x) Whether endometrium can be implanted into the peritoneal 
cavity. 

(2) If it is necessary for the ovaries to be present before such 
implantation can be produced. 

(3) Whether such implantations react to ovarian influences in 
the same way as the normal endometrium. 

Rabbits were used as the test animals. They were anaes- 
thetized with ether after preliminary administration of atropine 
in the usual way. The incisions were median for exposing the 
uterus and lumbar for removing the ovaries. The exposures 
were excellent and the operations quite easy to perform. For 
implanting the endometrium the following technique was em- 
ployed: One cornu of the uterus was excised and pinned out on 
a sterile towel. It was opened with scissors and the endo- 
metrium cut away with small pointed scissors. The endometrium 
was cut into small pieces and grafted upon the peritoneum in 
the region of the bladder and rectum. Silk was used for ligature 
material and for suturing the skin. Rabbits are not very suitable 
animals for abdominal operations, and eight out of 42 died either 
under the anaesthetic or immediately afterwards. The operation 
mortality was considerably reduced by preliminary administra- 
tion of large doses of atropine. There was not any suppuration 
in the wounds, but there was a tendency for the development 
of a plastic peritonitis with the formation of adhesions. 


Grafting experiments. 

In seven animals the endometrium was successfully grafted on 
to the peritoneum, the ovaries being left intact. The grafts 
resembled the normal endometrium, being composed of glands 
and stroma. Usually plain muscle was grafted as well, for it 
was impossible to dissect the endometrium cleanly from the myo- 
metrium. There was a tendency for cystic dilatation of the glands, 
which has been previously described by Hunter and others. The 
other feature of interest was the production of large cells in the 
lumina of the glands, similar to those met with in cornual adeno- 
myomata of the uterus and originally described by von Reckling- 
hausen. Sections showed clear evidence of necrosis of some of 
the grafts, but I am of the opinion that this necrosis was only 
met with in those cases in which large pieces of tissue had been 
grafted. In one case the graft was taken from a uterus during 
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pseudo-pregnancy, which was induced experimentally, as will be 
described later. In this case excellent grafts were obtained, far 
better than those in the other cases. 

In ro other cases the endometrium was grafted by a similar 
technique, but the ovaries were removed during the same opera- 
tion. These experiments, perhaps, have a sound theoretical 
basis, but they overlook the extreme atrophy of the uterus which 
follows the removal of the ovaries in the case of the rabbit. 
This atrophy is of such a degree that the endometrium of the 
uterus is reduced to a thin layer in which gland spaces are very 
small. The experiments showed that the grafts took, but that 
they atrophied immediately. As a result the grafts were extremely 
difficult to identify. These experiments show that there is good 
evidence that the ovaries are essential for well-marked develop- 
ment of heterotopic endometrial proliferations. It follows that 
the removal of the ovaries should lead to an inhibition of the 
growth of such proliferations. In this way the atrophy of such 
tumours as adenomyomata of the recto-vaginal septum as the 
result of X-rays or radium treatment can be explained. 

The third series of experiments was designed to determine 
whether the grafts responded to the action of the ovarian secre- 
tions. For this purpose the experimental condition of pseudo- 
pregnancy was induced in the rabbits after the grafts had been 
made. Vasectomized bucks were employed to serve the doe 
rabbits. It is quite easy to divide the vasa deferentia of the 
rabbit by means of a small suprapubic incision. Such rabbits 
retain their sexual vigour and copulate normally. It is well 
known that after copulation with a vascetomized buck the doe 
rabbit ovulates but does not become pregnant. The condition of 
pseudo-pregnancy results, in which the mammae hypertrophy 
and the endometrium of the uterus hypertrophies in a very 
characteristic way. As the times of ovulation and the duration 
of pseudo-pregnancy are well established, the experiments were 
easily planned so that the animal was killed when in a state of 
pseudo-pregnancy. It was found that the grafts showed pseudo- 
pregnancy changes comparable to those found in the uterus. 

One experiment of this nature went even a step further. In 
addition to implanting the endometrium, the lower end of the 
cornu of the uterus was tied and the animal was allowed to pass 
through a series of pseudo-pregnancy cycles over a period of four 
months, and was killed on the fifth day of pseudo-pregnancy. The 
cornu of the uterus—-which, as is well known, becomes converted 
into a hydrosalpinx if its lower end is tied—was found filled with 
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blood and the grafts formed haemorrhagic areas which were easily 
identified with the naked eye. I think it was quite clear that the 
maematosalpinx and the blood-cysts were produced by repeated 
pseudo-pregnancy degenerations with accompanying effusions of 
blood. In any case the parallel to pelvic endometriosis was so 
striking that I am quite convinced that the haemorrhagic char- 
acter of these areas in the pelvis of human females is determined 
in this way. 

These experiments offer convincing evidence that the endo- 
metrium can be grafted on to the peritoneum and they show that 
such implants respond to the normal hormonic control of the 
ovaries. Somewhat similar experiments have been previously 
recorded by Hunter in this country. Michon has emphasized the 
tendency to the production of cysts in the grafts. Ferracciu” 
found that it was necessary to excise pieces of the myometrium 
before the grafts would take. Traut*’ performed experiments 
with human endometrium in tissue cultures and found that growth 
was greatly increased by adding corpus luteum extracts to the 
medium. Allen and Bauer** grafted endometrium into the 
anterior chamber of the eyes of rabbits and found that decidual 
reactions were produced during pregnancy. I think, therefore, 
that it has been established that the endometrium can be grafted 
on to the peritoneum, and Nielson and Hunter have shown that 
the grafts can grow in the ovary itself. 

The next question to answer is whether there is absolute proof 
that heterotopic endometrial proliferations are met with in the 
human ovary. I think that all authorities will agree that tissue, 
histologically identical with the endometrium of the uterus, is 
found in various ectopic situations in the pelvis. I emphasize 
the term histologically identical, for it is unsound to place in this 
category any area of tissue which is composed of epithelium with 
perhaps a few glands anda stroma. Adenomyomata of the recto- 
vaginal septum, of the round ligament, of the umbilicus, and 
some cases of endometriomata of laparotomy scars are examples 
of true heterotopic endometrial proliferations. The best examples 
are the small areas found in the pouch of Douglas and the small 
superficial areas on the surface of the ovary which are frequently 
seen quite apart from cases of chocolate-cysts. The areas on the 
surface of the ovary show menstrual necrosis during the time of 
menstruation, and histologically they are identical with the glands 
and stroma of the normal endometrium. 

Decidual reactions can be demonstrated in these areas during 
pregnancy just as a similar reaction is found in the stroma of 
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adenomyomata. It is, therefore, proved that heterotopic endo- 
metrial proliferations behave in a precisely similar fashion to 
the endometrium of the uterus. 

This is the evidence upon which Sampson’s theory of the 
origin of chocolate-cysts is based. It may be summarized in the 
following way: 


Proved. 

1. The regurgitation of menstrual blood along the Fallopian 
tubes into the peritoneal cavity. 

2. That this blood in the peritoneal cavity contains endo- 
metrial tissue. 

3. That heterotopic endometrial proliferations can be demon- . 
strated in the pouch of Douglas, as well as in other situations. 

4. That pieces of endometrium can be found adherent to the 
surface of the ovary. 

5. That heterotopic endometrium responds to ovarian influ- 
ences which lead to premenstrual hypertrophy, menstrual necrosis 
and to decidual reaction in exactly the same way as normal 
endometrium. 

6. That the endometrium of animals can be experimentally 
grafted with similar results. 

It follows that Sampson’s theory is almost completely proved. 
I personally accept all the evidence summarized above, but, in 
spite of this, I do not believe that chocolate-cysts of the ovary 
are produced by implantation. There is one link missing in the 
chain of evidence which I have summarized above. No one has 
yet—so far as I know—and I have searched the literature very 
carefully, and have had many specimens of my own to examine, 
proved the actual invasion of the ovary by this endometrium 
with the subsequent formation of chocolate-cysts in human 
subjects. 

Further, in spite of this formidable array of evidence in favour 
of Sampson’s theory, there is an equally good array against it. 
This evidence will now be dealt with. 

(a) If menstrual regurgitation is the cause, why is it that all 
women do not develop chocolate-cysts or pelvic endometriosis ? 
Sampson and his followers postulate in such cases that the uterus 
is usually retroflexed, or perhaps contains a submucous fibroid 
which prevents the menstrual discharge from being extruded 
through the cervix. Neither of these factors is necessarily 
present, as anyone who has operated upon these cases will admit. 
It follows that regurgitation cannot be the sole factor. This is 
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proved because I have seen at least four cases of regurgitation in 
which pelvic endometriosis was not demonstrated. 
(b) The regurgitation theory does not explain cases of adeno- 
myoma of the umbilicus, of the round ligament in the inguinal 
canal, or of most cases of adenomyomata of the recto-vaginal 
septum, and it has to be strained very severely to explain certain 
cases of adenomyomata of laparotomy scars which follow opera- 
tions in which the uterus has not been opened or even incised. 
Now, if one considers the whole subject of adenomyomata, 
pelvic endometriosis, and chocolate-cysts of the ovary from the 
broadest aspect, one cannot help feeling that there is a common 
basis for them all. The individual forms show certain characters 
in common and one cannot help feeling that perhaps they illus- 
trate local responses to a general stimulus. What one wishes 
to emphasize is that if one accepts an association between these 
various forms of heterotopic endometrial proliferations as regards 
aetiology, it is unnecessary to emphasize the mechanism of im- 
plantation. As regards adenomyoma of the umbilicus there is no 
reason to believe that such tumours arise by implantation, and 
there is good evidence that they arise in certain cases by down 
growths from the peritoneum (Tobler).** Similarly if one reviews 
the large number of cases of adenomyoma of laparotomy scars 
and analyses them critically, as Nicholson*’ has done, it is quite 
certain that the implantation theory breaks down in explaining 
all of these cases. The same remarks apply to adenomyomata of 
the inguinal canal and some cases of adenomyomata of the recto- 
vaginal septum. In the same way Cullen and v. Recklinghausen’s 
work upon adenomyosis interna is not embraced by the implanta- 
tion theory. I am very sceptical if anyone who has examined 
such cases histologically will refuse to admit Cullen’s interpreta- 
tion. My point is that it is objectionable on general principles to 
postulate one cause for adenomyosis interna and another cause 
for pelvic endometriosis and chocolate-cysts. Similar remarks 
apply to salpingitis isthmica nodosa and to cases of adenomyosis 
externa, for there is convincing proof that such tumours are pro- 
duced in one case by down-growths from the mucosa of the 
Fallopian tube and in the other case by down-growths from the 
peritoneum. In fact, if all the various forms of heterotopic endo- 
metrial proliferations be analysed it is quite easy to show that the 
implantation theory breaks down in explaining the aetiology of 
most of them. For this reason Sampson has recently introduced 
Halban’s theory of lymphatic permeation to explain these cases. 
(c) Although one may admit retrograde menstruation, the 
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subsequent infiltration of the ovary by pieces of endometrium 
must be accepted with considerable reserve. The menstruating 
endometrium is essentially degenerate, the glands are disinte- 
grated and there is wide separation of the individual cells as the 
result of effusion of blood. I have examined some 20 specimens 
of the menstruating endometrium, and I am not convinced that 
the endometrium which is shed is capable of passing along the 
whole length of the Fallopian tube, and at the end of this journey 
retaining sufficient vitality to become implanted on the ovary and 
to invade this organ. It is not healthy endometrium which is 
shed; the cells are degenerate. 

(d) Similarly, if one considers the grafting experiments 
critically, they are unconvincing. One accepts the facts of 
experimental implantation, but, after all, they are to be expected. 
The ovary itself can be grafted and a large number of other organs 
can be experimentally implanted. In fact there is no reason at 
all why these implants should not be made. It seems quite wrong 
to assume because grafting of the endometrium can be experi- 
mentally effected that this affords conclusive proof of Sampson’s 
theory. 

(e) The most convincing evidence against Sampson’s theory 
of the origin of chocolate-cysts of the ovary is contained in the 
histological work which I have just described. Oecettingen* 
Brakemann,'* myself'* and King’® have already pointed out that 
chocolate-cysts of the ovary are not necessarily lined by endo- 
metrium, but these views have received little attention, perhaps 
because the histology described has been too abstruse for gynaeco- 
logical surgeons. Sampson’s theory is so easily assimilated and 
has so much evidence in its favour that it is unlikely to be 
superseded except by one which is equally convincing. 

As I have shown, the epithelial lining of chocolate-cysts 
develops later than the pseudo-lutein layer of the wall and it is 
extremely rare to find true endometrial tissue in the wall of such 
cysts. Therefore, the histology of chocolate-cysts of the ovary 
does not offer evidence in support of Sampson’s theory. 

Before considering my own view of the aetiology of these 
chocolate-cysts I will give a short account of the serosal theory. 


(c) The Serosal theory. 

The serosal theory attributes heterotopic endometrial prolifera- 
tions to metaplasia of the mesothelial cells of the peritoneum. 
There are certain obvious exceptions to this definition, particu- 
larly the cases of adenomyosis interna and salpingitis isthmica 
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nodosa. This difficulty is overcome by the fact that these 
proliferations arise from Miillerian epithelium which is itself 
originally derived from the mesothelium of the coelom, so that 
morphologically the origin of all heterotopic proliferations can be 
considered identical. The serosal theory was originally put 
forward by Ivanoff in 1898, and has received the support of the 
German school, particularly of Robert Meyer and Lauche,”’ but 
in recent years the implantation theory has superseded it to a 
great degree, and even Robert Meyer is adopting the Vicar of 
Bray attitude towards the implantation and serosal theories at 
the present time. 

I believe that it can be stated as a guiding principle that no 
one who is not an expert histologist with sufficient patience to cut 
serial sections of pieces of tissue, will ever become a convert to 
the serosal theory. The theory is essentially that of the labora- 
tory worker, and its consideration demands knowledge of a kind 
foreign to the clinician. I think it is for this reason that the 
theory has never found favour in this country. I have already 
pointed out how Sampson’s theory provides an almost complete 
case, yet with a little ingenuity, by marshalling together the vast 
amount of material which accumulated before Sampson enunci- 
ated his hypothesis, an equally good case can be made out for 
the serosal theory. 

Theoretically, the theory is based upon the versatility of the 
mesothelium of the coelomic cavity. This mesothelium gives 
origin to the cells of the peritoneum, to the lining epithelium of 
the Wolffian and Miillerian ducts and to the surface epithelium 
of the ovary. There is not any knowledge of the factors which 
govern the conversion of primitive mesothelial cells into the cells 
of particular organs. Embryology proves that the conversion 
takes place, and one of the corner stones of the serosal theory is 
the conversion of the primitive mesothelium into the epithelium of 
the Miillerian duct. The embryological facts must be accepted : 
how they are controlled is quite outside present knowledge. 

The serosal theory postulates that the primitive versatility of 
the mesothelium of the coelomic cavity is displayed in adult life 
and leads to the formation of heterotopic endometrium. There 
is a great deal of evidence, which I believe cannot be ignored, in 
favour of this view. For example, the peritoneum of the Fallo- 
pian tube may in certain cases, under the influence of inflamma- 
tory stimuli, become squamous in type. I have seen three such 
cases. Usually in cases of salpingo-Gophoritis and in cases of 
ectopic gestation the peritoneum of the Fallopian tube and the 
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surface epithelium of the ovary become high columnar in type. 
It is often quite easy to demonstrate extreme proliferation of the 
surface epithelium among the adhesions on the surface of the 
ovary in these cases. Small papillae become differentiated and 
frequently pseudo-glands are found. It seems that the response 
both of the peritoneal mesothelium and the surface epithelium of 
the ovary is far greater than the local stimulus alone can explain. 
One must admit an inherent property of proliferation and meta- 
plasia to the surface epithelium of the ovary and to the peritoneal 
mesothelium. 

This property has recently been demonstrated to a remarkable 
degree by Parkes** and his co-workers. It has been known since 
the pioneer work of Long and Evans on the oestrus cycle of 
rodents that oestrus may ensue in these animals after bilateral 
oophorectomy. As a result, animal experiments were frequently 
completely upset. It was found that regeneration of the ovary 
from the peritoneal mesothelium was responsible for the dis- 
crepancies in the experimental work. The investigations on the 
regeneration of the ovary from this mesothelium have been 
confirmed and are now universally accepted. 

Metaplasia of the surface epithelium of the ovary car. 
frequently be demonstrated even-in normal ovaries, but the 
demonstration demands a high level of histological technique, 
for serial sections are required. It is, however, surprising to find 
the frequency with which the surface epithelium of the ovary 
becomes high columnar in type, forms pseudo-papillae on the 
surface and, by invagination into the cortex, leads to cystic spaces 
in the ovary. A similar metaplasia is common on the meso- 
salpinx and on the Fallopian tube itself. Small cysts, white or 
grey in colour, of the order of I mm. in diameter, are not un- 
common in these situations. They do not contain blood and 
macroscopically differ essentially from endometriosis areas 
because of their colour. I have examined these cysts serially 
and have found that they are derived from the peritoneal meso- 
thelium by local proliferation and metaplasia. The epitheliai 
lining, though high columnar in type, and though frequenily 
surrounded by a well differentiated stroma, is derived from the 
peritonea! mesothelium. 

This versatility is not limited to the mesothelial cells, it is met 
with in the cells of the connective tissues around, and is best 
exemplified by ectopic decidual reaction. Ectopic decidual cells 
are met with in pregnancy and also in the late premenstrual 
phase of the menstrual cycle. The cells are distributed on the 
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cortex of the ovary, in the pouch of Douglas, and on the posterior 
surface of the uterus; in the omentum, on the appendix and on 
the sigmoid colon. This distribution is almost identical with that 
of pelvic endometriosis, and I personally feel strongly that there 
must be some association. Whatever the association may ulti- 
mately be proved to be, it is quite certain that the mesothelial 
stroma can behave in certain situations exactly like the stroma 
of the endometrium when exposed to the influence of the corpus 
luteum. 


INVESTIGATIONS ON THE DEVELOPMENT OF PELVIC 
ENDOMETRIOSIS. 

I have tested these theoretical considerations by examining 
serial sections of cases of adenomyomata and pelvic endometriosis. 
As I have already stated, this investigation is one for the histo- 
logist and not for the clinician. Supporters of the Sampson theory 
maintain that the upholders of the serosal theory mistake the result 
of implantation for serosal metaplasia. This argument can only . 
be refuted by examining the sections oneself. The histology is 
is quite different. Personally, I admit menstrual regurgitation 
and I believe that I have demonstrated pieces of endometrium 
adherent to the ovary, but this picture is quite different from 
serosal metaplasia. The criterion of serosal metaplasia is the 
demonstration of intermediate forms lying immediately in contact 
with normal mesothelium and the differentiated epithelium. This 
transition cannot be demonstrated without using serial sections. 
In this way areas of pelvic endometriosis can be shown to arise 
by down growths from the peritoneal mesothelium. 

A whole array of authorities can be quoted for support of this 
statement, viz., R. Meyer,’ Opitz,*® Sitzenfrey,** for thé retro- 
cervical region, de Jong,*’ Lauche,”’ R. Meyer,’ Tobler,** for the 
sigmoid and appendix. For laparotomy scars R. Meyer and 
Tobler have proved the origin of the gland spaces to be the serosal 
mesothelium, and Tobler records a case in which the tumour 
developed after the removal of the appendix! For umbilical 
tumours Tobler has proved their origin from down-growths of the 
peritoneum. 

I have perhaps been dogmatic in the above statements, for I 
do not wish to imply that all cases which have been investigated 
by the serial section technique have shown a serosal origin. The 
matter is by no means free from difficulty, for in some cases there 
is no reason to admit a serosal origin, just as there is no evidence 
of implantation. What I wish to insist upon is that there is 

1152 


uy 
3 if 
ee 

ae 
i 
okey 


THE PATHOLOGY OF OVARIAN TUMOURS 


convincing evidence of heterotopic endometrial proliferations 
arising from the mesothelium of the peritoneum. Personally, I 
do not believe that all cases arise in this way. | Adenomyosis 
interna is clearly an exception, and I have found evidence that 
Schiller’s theory of the metaplasia of the endothelium of 
lymphatics explains some of the cases. 

My own material consists of specimens of adenomyosis externa, 
of endometriosis of the pouch of Douglas and of the ovary, in 
addition to the specimens of ectopic decidua to which I have 
already referred. In the case of adenomyosis externa there is no 
doubt whatever to my mind that the origin is from the serosa. 
The specimens of endometriosis of the pouch of Douglas also 
support this view. They also illustrate a feature which is not 
emphasized by the implantation supporters, namely, that the 
affected areas differ markedly from normal endometrium in their 
appearance, for there may not be any stroma surrounding the 
glands, and the shape of the glands may be very different from 
those of the normal endometrium. 


Areas of endometrium in the ovary. 

It is well known that small areas of tissue resembling the endo- 
metrium of the uterus are not uncommonly found on the surface 
of the ovary. These areas are not necessarily associated with 
chocolate-cysts. The development of chocolate-cysts will be dis- 
cussed in the subsequent section. At the moment I propose to 
describe the material I have examined which throws some light 
on the development of these areas. 

I have had two cases in which a direct continuation was 
demonstrated between the surface epithelium of the ovary and the 
epithelium of the ‘‘endometrioma’’ area. There was a direct 
transition without the least suggestion of implantation. Further, 
a direct transition between the cortical stroma and the stroma of 
the ‘“‘endometrioma’’ could also be demonstrated. In a third 
specimen, similar conditions were found, but as the ‘‘endo- 
metrioma’’ was immediately adjacent to the corpus luteum the 
stroma showed a decidual reaction and the glands were crenated 
as in the premenstrual endometrium. These three cases afford 
to my mind, conclusive proof of an origin from the surface 
epithelium of the ovary. Two of the cases were from the series 
of chocolate-cysts which I have already described. 

Whatever may be concluded from these three cases I am quite 
certain that in the majority of cases of endometriomata of the 
ovary—I use this term to indicate those cases in which true endo- 
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metrial tissue can be demonstrated in the ovary~ such an origin 
cannot be proved. Probably most observers will agree that the 
average case can be explained by either the serosal or implanta- 
tion theory, but that the chocolate-cyst is so well developed 
that it is impossible to prove how it originally arose. It is only 
with very early cases that the aetiology can be analysed with hope 
of success, and such cases are extremely rare. 

If one accepts the serosal theory, the reason for the metaplasia 
of the peritoneum has to be explained. I think that there is little, 
if any, evidence of a preceding inflammatory lesion except, 
perhaps, in cases of salpingitis isthmica nodosa. In the majority 
of cases local inflammatory lesions cannot fe demonstrated nor 
can it be considered that a local stimulus exists in the pelvis. If 
one considers the distribution of the areas, it is clear that they 
have no anatomical relation one with another. On the other 
hand multiple areas are frequently found in the same patient. I 
cannot see any alternative than to suppose that they represent 
the reaction of tissues which are embryologically related to a 
general stimulus propagated by the blood-stream. This concept 
is not so fantastic as it may appear. Ectopic decidual reaction 
has a similar distribution, but I doubt if anyone would deny that 
it is determined by the corpus luteum in the ovaries. Similarly, 
it can be postulated that adenomyosis and pelvic endometriosis 
are produced by a hormone secreted by the ovaries, for the re- 
action of these tumours to destruction of the ovaries by X-rays or 
radium is in support of this view. I admit that this hypothesis 
has little direct evidence in its favour, for no one has yet demon- 
strated any causal structure in the ovary. But there are limits 
beyond which research has not progressed at the present day, and 
the methods by which cells respond in vivo to stimuli have not 
been elucidated even in the simplest case. It is unlikely without 
further technique in research that the knowledge of the aetiology 
of pelvic endometriosis will be advanced. At the present day I 
think that the scientific evidence is against Sampson s theory, and 
I am convinced that the serosal theory offers the correct interpre- 
tation, as I shall show below. 


INVESTIGATIONS ON THE AETIOLOGY OF CHOCOLATE-CYSTS. 


I have not considered the relation of my cases to the Wolffian 
theory, Halban’s theory, or to the theory of misplaced Miillerian 
epithelium, as I believe that there is not any evidence in support 
of these hypotheses, and I have never found any suggestion that 
chocolate-cysts of the ovary can be explained by them. 
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The important part of the investigations into the aetiology of 
the chocolate-cysts consisted in the examination of early forms. It 
is universally admitted in morbid histology that when patho- 
logical processes are well developed it is often impossible to deter- 
mine how they arise, for as the result of distortion and the gross 
replacement of normal by pathological structures, the mechanism 
of development may not be discernible. Similarly with choco- 
late-cysts. In fully formed cysts no clue to the mode of origin 
may remain. It is only by the study of early forms that the 
method of development can be traced. 

I have been fortunate in obtaining some early forms of choco- 
late-cysts, and in one case the whole ovary was examined by serial 
sections and the method of development could be traced. 

The first sign of the development of a chocolate-cyst is the 
appearance of a small area of haemorrhage in the cortical stroma 
immediately beneath the surface epithelium. 

The surface epithelium over this area becomes columnar in 
type. In another specimen I have seen what I take to be a 
modification of this change in that the epithelium invaginates 
itself to produce tubular glands and so to form a true ‘‘endo- 
metrioma’’. In the specimens now under consideration the next 
change consists of the invagination of the surface epithelium into 
this haemorrhagic stroma and the deeper the invagination, the 
flatter and more endothelium-like becomes the surface epithelium. 
The latter is not ciliated, its basement membrane is not retained in 
the deeper parts of the invaginations and it contains goblet cells. 
The vascular stroma in the immediate vicinity is full of dilated 
capillaries, and lymphocytes are very plentiful. 

The next stage of development that I have encountered shows 
pseudo-lutein cells in the walls of the cyst. I have been unable 
to demonstrate any transition from the stage already described, 
and, in consequence, have been unable to trace the origin of the 
pseudo-lutein cells. It is quite certain that the pseudo-lutein cells 
were not derived from follicles, for there was no suggestion of 
Graafian follicles or corpora lutea in the neighbourhood of the 
pseudo-lutein cells. From a study of very early forms, I think 
that one is forced to the conclusion that the pseudo-lutein cells 
are derived from endothelial cells in the vicinity of the original 
haemorrhage in the cortex of the ovary. In the earliest forms, 
connective tissue cells full of blood-pigment are found among the 
pseudo-lutein cells. My sections enabled me to trace invagina- 
tions from the surface epithelium into the depths of these 
collections of pseudo-lutein cells. It was found that the surface 
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epithelium was of high columnar type on the surface of the ovary 
and that when traced downwards it became flattened and endo- 
thelial in character. 

There was no suggestion of the involvement of the surface of 
the ovary and of the infiltration of the cortex by implanted pieces 
of endometrium. The demonstration of the down-growth of the 
surface epithelium to form the lining of the early chocolate-cyst 
was conclusive. My interpretation of the aetiology of these cysts 
is, therefore, that the primary lesion in the ovary is a small 
cortical haemorrhage. The surface epithelium over this area 
becomes columnar and shows a tendency to invaginate itself into 
the cortex. At a later stage the haemorrhage is replaced by a 
mass of pigmented connective tissue and pseudo-lutein cells, which 
represents the process of absorption of the haematoma. Through 
down-growths of the surface epithelium a cavity becomes differen- 
tiated, which is at first only incompletely lined with epithelium. 
The invagination subsequently becomes shut off from the surface 
and a cyst is produced. In the early stages, pseudo-lutein cells 
are found in the wall, deep to the epithelium. At a later stage 
these are replaced by hyaline tissue and by pseudo-xanthome 
cells. 

The evidence in support of this view is primarily derived from 
the early specimens which I have already referred to. Further 
support was obtained from the later specimens, for there was 
frequently evidence of the downgrowths of the surface epithelium. 
This concept explains most of the known facts of the histology 
of chocolate-cysts. An effort is not made to account for the 
initial cortical haemorrhage. My specimens prove that this is 
not inflammatory in origin nor can it be considered to be related 
to implanted portions of endometrium. Indeed, histologically, a 
local cause for the haemorrhage could not be traced. The only 
suggestion that I have to offer is that a similar stimulus to that 
which initiates the process of follicle ripening is at work, and 
being much better marked than normally, leads to gross 
hyperaemia of structures other than the tissues which surround 
the primordial follicles. I do not attach much importance to this 
suggestion, except that it implies that hormonal influences are 
primarily responsible for the development of chocolate-cysts of 
the ovary. 

Although the interpretation of the aetiology of chocolate-cysts 
that I have given above accounts for the majority of the known 
facts of these cysts there are certain features which have still to be 
explained. The first is the association between chocolate-cysts 
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and pelvic endometriosis, which is generally admitted, and of 
which I have already produced evidence. If one accepts the 
serosal theory, it is easy to postulate that the same stimulus which 
induces the activity of the surface epithelium of the ovary affects 
the mesothelium of the peritoneum and the mucous membrane 
of the Miillerian system, which are all morphologically related, in 
precisely the same way, and that the minor differences in’ the 
characters of the individual types depend upon the locality in 
which the tumours develop. 

The second difficulty is to explain why true endometrial tissue 
is sometimes found either in the wall of the cyst or attached to 
its peritoneal surface. It cannot be disputed that this tissue is 
histologically identical with the endometrium of the uterus. I 
have shown that it is a rare occurrence for true endometrial tissue 
to be found taking part in the lining membrane of the cyst wall 
(three cases out of 38) and, furthermore, the main part of the 
lining membrane did not consist of endometrial tissue, but con- 
formed to the usual form of chocolate-cysts. Again, the true 
endometrium was continuous with the rest of the lining membrane. 
I do not see any alternative than to suppose that the lining 
membrane is capable of undergoing metaplasia into endometrium- 
like tissue. As the lining membrane has been shown to be 
originally derived from the surface epithelium, this view is readily 
acceptable by the serosal theory. 

As regards the areas of true endometrial tissue which are found 
on the surface of the ovary, I have shown that these are some- 
times derived by metaplasia of the surface epithelium. I think 
that there is complete proof of this, but I am equally prepared to 
admit that implantation is theoretically possible. From a careful 
survey of my material I am not disposed to agree that these 
implants ever become more than adherent to the surface 
epithelium. I do not agree that they ever form areas of endo- 
metrium which invade the cortex of the ovary, and I did not find 
any evidence that they give rise to chocolate-cysts of the ovary. 


THE AETIOLOGY OF CHOCOLATE-CYSTS. 


Conclusions. 


1. It is only rarely that chocolate-cysts of the ovary contain 
true endometrial tissue in their lining membrane. Early forms 
do not have any epithelial lining, but pseudo-lutein cells are 
found in the walls. As the cyst develops the epithelium becomes 
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better marked. It may form papillae and it may invaginate itself 
into the cyst wall. 

2. The implantation theory of Sampson has been investigated 
clinically, histologically and experimentally. There is strong 
evidence that menstrual blood regurgitates into the abdominal 
cavity during menstruation, and pieces of endometrium have been 
demonstrated adherent to the surface of the ovaries in some of 
these cases. Experiments have shown that the endometrium of 
the rabbit’s uterus can be grafted into the peritoneal cavity and 
that there it passes through similar pseudo-pregnancy changes to 
the endometrium of the intact cornu of the uterus of the same 
animal. 

3. The serosal theory has been investigated by histological 
methods. This theory accounts for the known facts of adeno- 
myomata, pelvic endometriosis and, chocolate-cysts and is to be 
preferred to that of Sampson. 

4. It has been proved that chocolate-cysts of the ovary derive 
their epithelial lining from downgrowths of the surface epithelium 
of the ovary. 

5. Chocolate-cysts of the ovary may be confused with old 
follicular and corpus luteum haematomata. 

6. The term ‘‘endometrioma’’ should be limited to those cases 
in which areas of true endometrial tissue can be demonstrated. 
The neutral term ‘‘chocolate-cyst’ is to be preferred to those at 
present employed to describe these cysts. 


REFERENCES. 
. Berecz. Arch. f. Gyndkol., 1927, cxxix, 736. 
. v. Recklinghausen. Deutsch. Med. Wochenschr., 1893, 825. 
. Chiari. Zeitschr. f. Heilk, vii, 127. 
. Cullen. ‘‘Adenomyomata of the Uterus.”’ 
. v. Franque. Zentralb. f. Gvnikol., 1900, 660. 
Iwanoff. Monatsschr. f. Geburtsh. u. Gyniikol., 1898, 295. 
. Meyer, R. Veit’s ‘‘Handbuch.”’ 
. Frankl, O. Liepmann’s ‘‘Handbuch der Gynakol.”’ 
g. Sampson. Arch. Surg., 1921, ili, 245. 
to. Russell. Bull. Johns Hopkins Hosp., 1899, 10. 
11. Halban. Arch. f. Gyniikol., 1926, 129. 
12. Jacobson. Arch. of Surg.. 5. 
13. Mestitz. Arch. f. Gynikol., 1927, cxxx, 667. 
14. Sampson. Amer. Journ. Obstet. and Gynecol., 1925, x, 462. 
15. Schiller. Arch. f. Gynikol., 1926, cxxvii, 544. 
16. Brakemann. Arch. f. Gyniikol., 1927, cxxix, 632. 
17. Stiibler and Haeber. Arch. f. Gyniikol., 1925, cxxiv, 305. 
18. Shaw. Journ. Obstet. and Gynaecol. Brit. Emp., 1927, xxxiv, 300. 
19. King. Surg. Gynecol. and Obstet., 1930, 50. 


1158 


CN AU 


by 
ge 
ig 


THE PATHOLOGY OF OVARIAN TUMOURS 


20. Bailey. Journ. Obstet. and Gynaecol. Brit. Emp., 1924, xxxi, No. 4. 
21. Ferracciu. Rev. Ital. d. Ginecol., 1926, iv, 235. 

22. Traut. Surg. Gynecol. and Obstet., 1928, xlvii, 334. 

23. Allen and Bauer. Surg. Gynecol. and Obstet., 1928, xlvii, 329. 

24. Tobler. Frankfort Aeitsch. f. Pathol., 1923, 29. 

‘25. Nicholson. Journ. Obstet. and Gynaecol. Brit. Emp., 1926, xxxiii, 620. 
26. Oettingen. Zeitschr. f. Gyniikol., 1922, xiv, 548. 

27. Lauche. Zentralb. f. Gynikol., 1924, xlv. 

28. Parkes. Proc. Roy. Soc. B., 1927, 101. 

29. Opitz. Monatsschr. f. Geburtsh. u. Gynikol, 1904, 20. 

30. Sitzenfrey. Zeitschr. f. Geburtsh. u. Gyniikol., 1906, 57. 

31. De Jong. Virchow’s Arch., 1925, 257. 


1159 


The Early Signs of Pre-eclamptic Toxaemia, with Special 
Reference to the Order of their Appearance, 
and their Inter-relation. 


By F. J. Browne, 
M.D. (Aber.), D.Sc. (Edin.), F.R.C.S.E., F.C.0.G., 


Professor of Obstetric Medicine, University of London: Director 
of the Obstetric Unit, University College Hospital, London. 


In order to obtain accurate information regarding the order of 
appearance of the early symptoms and signs of pre-eclamptic 
toxaemia and the relation of the various symptoms and signs to 
each other, a clinical study has been undertaken in University 
College Hospital during the last year and a half by the staff of 
the Obstetric Unit. Such a study is mainly of importance in 
regard to the early recognition and aetiology of toxaemia, but it 
was expected that some light might be thrown on the origin and 
causation of certain somewhat obscure conditions such as 
oedema, albuminuria and hypertension. It has long seemed to 
us that for such a study the antenatal clinic offers almost ideal 
conditions, for there the earliest phases of certain abnormal states 
may be observed, and the gradual transition from normal to 
abnormal. 

Method of Study. The observations were carried out by the 
staff of the Obstetric Unit in the ordinary antenatal clinics of the 
hospital, and to a smaller extent in the antenatal ward. In outline 
it resolves itself into careful questioning and examination of each 
patients at each visit and detailed records of the results. The Out- 
patient clinic meets on four days weekly, the patients assembling 
about 9 a.m. and the examination starting at 10, and going on 
till 12 or 12.30. I mention these details to show that the patients 
had had a considerable amount of rest in quiet surroundings 
before being examined. As a rule, patients book early in 
pregnancy, about the third or fourth month. From the time of 
booking each patient is, if normal, seen every four weeks till 
the 30th week, fortnightly till the 36th week, and weekly there- 
after till term. Very seldom is any trouble experienced in getting 
patients to attend regularly, but if any should fail to return at 

1160 


: 

2 


EARLY SIGNS OF PRE-ECLAMPTIC TOXAEMIA 


the time appointed they are ‘‘ rounded up”’, first by letter and 
then, if necessary, by a visit from a nurse. In this way the average 
number of attendances per patient is very high, and the oppor- 
tunities for accurate observation correspondingly great. Blood- 
pressure estimations are made by a mercurial sphygmoman- 
ometer, the patient sitting, and the arm resting on the table. 
The systolic and diastolic pressures are estimated by the ausculta- 
tory method, the diastolic pressure being recorded when the 
sound disappears. The diastolic pressure is therefore 5 or 6 mm. 
lower than it would be if the end point were taken when the 
sound changes its note. The normal limit of blood-pressure has 
been taken as below 130/70 for patients of all ages, a standard 
which is accepted by most American writers on the subject 
(Newell,' Faught,” Cornell,* Williamson,*) and which I believe to 
be correct. 

If albumin is found in the urine (the testing agent being 
salicyl sulphonic acid) a catheter specimen is obtained, and, if 
the presence of albumin is confirmed, the specimen is further 
examined for casts and cells, including red blood-corpuscles, 
and pus. 

For the purpose of this paper I have analysed the details of the 
patients for the year from Ist July 1932 to Ist July 1933. During 
this time 1674 patients were seen at the antenatal clinics, but from 
this number I have rejected the following: (1) Patients referred to 
the clinic as being abnormal. In most cases these were only seen 
late in pregnancy and, therefore, the earliest phases of the illness 
had not been observed by us. (2) Patients who, for one reason or 
another, were suspected of having some degree of chronic 
nephritis. (3) Patients delivered on the district. These have been 
rejected not because their antenatal records were less complete, 
but because most of them were multiparae, and without them 
the numbers were sufficiently large for analysis. As we are not 
here dealing with the frequency of toxaemia of pregnancy this 
omission does not matter. We are left with 320 patients who 
during their attendance at the clinic showed some evidence of 
pregnancy-toxaemia. Many patients with albumin have been 
excluded in whom investigation showed that the albumin was 
not of toxic origin. The records of these 320 patients have been 
analysed and information obtained on the following points : 

The frequency of hypertension alone, and in combination 
with other signs and symptoms. 
The relation of hypertension to albuminuria. 
The significance of albuminuria in absence of hypertension. 
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The relation of hypertension to oedema. 
The relation between oedema and albuminuria. 
The earliest symptoms and signs of toxaemia of pregnancy. 


The frequency of hypertension and its fluctuations. 


There were 179 patients out of the 320 in whom hypertension 
was the only evidence of toxaemia (with the exception of cramp 
which was frequent, and of insomnia which was occasional only) . 
Of these 179 the blood-pressure was 140/90 or over in 34 cases 
only. In 22 of the 179 the hypertension was found at the first 
visit alone. It is possible that in these patients the hypertension 
was due to nervousness, but this is unlikely as in none was the 
systolic pressure unduly raised compared with the diastolic. If 
the difference between systolic and diastolic readings is unduly 
great is it our custom to take the pressure again after an interval 
of rest. 

There were 87 cases of hypertension alone in which the raised 
blood-pressure fell to normal and remained so until delivery. 
One would like to think that this fall to normal was due to advice 
received at the clinic. While that may be true in some cases it is 
unlikely that it is the explanation of all since, until quite recently, 
140/90 was regarded as the dividing line between normal and 
abnormal, and generally speaking, therefore, to patients with 
«a blood-pressure below that level advice directed to bringing 
about a fall in the pressure would not be given. It seems probable 
that considerable fluctuations are due either to variations in the 
severity of the toxaemia or in the response of the patient to it (to 


neuro-muscular irritability or to varying quantities of the pressor 
substance). 


Time of onset of early signs. 

The average time of onset of definite signs of toxaemia was 
the 28th week, but there were many remarkably early cases. 
For example, 377/33, primigravida aged 30, at first visit to clinic 
at 18th week of pregnancy the blood-pressure was 130/80. No 
other signs except hypertension ever developed but the blood- 
pressure records at the subsequent visits were 112/70, 120/80, 
110/70, 148/104, 130/85, 118/72, 130/80. 

1109/32. Primigravida aged 20. Twin pregnancy, blood- 
pressure at first visit to clinic at 16th week 130/70. Subsequent 
records were 112/70, 130/70, 128/66, 124/84, 138/88, 130/80, 
130/88. 
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472/33. Primigravida aged 27. First visit at 2oth week, when 
blood-pressure 140/80. It subsequently fluctuated (10 records) 
between normal and abnormal levels with a little oedema, until 
near term it reached 154/110 when the urine contained much 
albumin. In two other primigravidae, aged 26 and 24 res- 
pectively, the hypertension was first discovered at the 17th week. 


Prognostic value of a raised diastolic pressure : 


It has been suggested (Cornell*) that persistently high diastolic 
readings in an otherwise normal patient, are a “‘silent signal for 
more watchfulness on the part of the obstetrician.’’ I have 
analysed the cases in which the first rise of blood-pressure 
occurred only after three or more visits to the clinic, and in which, 
therefore, there was a chance to observe the diastolic pressure 
over a considerable period. In 48 per cent the diastolic pressure 
had been consistently high before the onset of the hypertension. 
In 52 per cent it was not consistently high. These figures there- 
fore do not give any support to Cornell’s view. On the other 
hand we have noted that it is not uncommon to find a persistently 
high diastolic pressure in patients who never develop hyper- 
tension. An example of the failure-of the diastolic pressure to 
give warning of subsequent hypertension is as follows: 

740/32. Primigravida aged 21, first seen at the 24th week 
when blood-pressure was 132/100. Subsequent readings were 
110/60, 110/52, 92/50, 120/70, 100/60, 170/105 (oedema of 
hands and face and albuminuria). In this case, though there 
had been a warning rise of blood-pressure at the first visit, the 
diastolic pressure was always afterwards low, and did not give 


any indication of the hypertension which had developed at the 
last visit. 


The early warning rise of blood-pressure. 


In a pevious paper’, I drew attention to the importance of an 
early and temporary rise of blood-pressure as a warning of future 
trouble. Of the 79 patients in the present series, who subsequently 
developed a persistent toxaemia and became more or less 
seriously ill, this early warning rise was noted in 65 per cent and 
was followed by an interval of varying length during which the 
pressure remained within normal limits. During this normal 
interval the diastolic pressure usually remained high but not 
invariably so. 
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453/33. Primigravida aged 26. First came to the clinic at 
the 24th week. Blood-pressure was then 140/85 but otherwise 
she seemed well. The pressure then remained normal till the 
32nd week. She was not seen from the 32nd to the 37th week 
when she returned with a blood-pressure of 160/120, oedema 
and albuminuria. Though admitted to hospital at once she 
developed eclampsia. 

472/33. Primigravida aged 27. First seen at the 20th week 
when the blood-pressure was 140/80; subsequent records were 
112/70, 134/82, 112/78, 140/84 (oedema of feet and cramp), 
130/74, 108/68 (slight oedema of legs), 120/80, 130/80, 
154/110 (much albumin). 

The fact that this early warning rise of blood-pressure was 
found only in 65 per cent does not necessarily mean that in the 
remaining 35 per cent it was always absent. Owing to the infre- 
quency with which patients are examined in the first seven 
months of pregnancy it may obviously have been overlooked. 


Relation of hypertension to albuminuria. 


In 34 patients hypertension was followed by albuminuria. 
The mean interval between the onset of hypertension and the 
development of albuminuria was 66 days, the longest being 
153 days and the shortest seven. I believe that a study of these 


cases shows conclusively that there is not any aetiological relation 
between the hypertension and the albuminuria as is claimed by 
the Volhard school. One may, for example, adduce the 
observation that in the majority of cases of pre-eclamptic 
toxaemia there is hypertension alone, that is, it is never followed 
by albuminuria, though in many of these cases the hypertension 
is persistent and may reach a very high figure. Secondly, in 
some of the patients in whom albuminuria has followed hyper- 
tension, there has been a normal blood-pressure immediately 
preceding and accompanying the appearance of albumin in the 
urine; and finally, as we shall see later, in a few patients a true 
toxic albuminuria may be found in the absence of any rise of 
blood-pressure, or the rise in blood-pressure may follow the 
albuminuria. 

These figures tend to emphasize once more the greater value 
of routine blood-pressure estimations as compared with testing the 
urine for albumin in the diagnosis of pre-eclamptic toxaemia. 

Albuminuria and hypertension were discovered at the same 
time in eight cases. 
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Cases in which albuminuria preceded the hypertension. 

These are very rare. In the present series there were only 
three such. This is no doubt due in part to the exacting standard 
of hypertension. They are of great interest and it is necessary to 
give them in some detail. 


890/32. Primigravida aged 27, normal till 37th week, when a trace of 
albumin was found. Blood-pressure 120/64, oedema of both legs. The 
following week albumin still a trace, no casts, no pus, blood-pressure 136/78, 
oedema as before. Four days later, albumin still plus (no casts, no red blood- 
cells). Delivered two days later. The absence of casts and red blood-cells 
makes it doubtful whether the albumin was of toxic origin, though there is 
no doubt, and our experience shows, that neither one nor the other is 
necessary for a diagnosis of toxic albuminuria. 

543/33. Primigravida aged 21, first seen on 6th January 1933, blood- 
pressure 120/75, no albumin; on 3rd March no albumin, blood-pressure 
110/74; on 31st March no albumin, blood-pressure 118/74; on 28th April 
no albumin, blood-pressure 106/70; on 2nd June albumin a trace (occasional 
red blood-corpuscle and granular cast, blood-pressure 100/76; on gth June 
oedema of feet, no other sign, albumin a trace (a few red blood-corpuscles, 
no casts), blood-pressure 115/85; on 12th June oedema of hands and face, 
blood-pressure 130/80, nausea, albumin a trace (no cells, no casts). Delivered 
17th June, blood-pressure on discharge 116/70, albumin still a trace. 

509/33. Primigravida aged 19; first seen 27th February 1933, 26 weeks 
pregnant, blood-pressure 118/70, no albumin; on 27th March blood-pressure 
115/70, albumin a trace (hyaline casts, no red blood-corpuscles, no pus); on 
3rd April blood-pressure 118/70, no albumin; on 1st May no albumin, blood- 
pressure 104/70; on 8th May oedema of feet (over her shoes), headache, 
albumin a good trace (fairly numerous pus cells, a few red blood-corpuscles, 
very occasional granular casts). Admitted 9th May. Oedema quickly went 
with rest in hospital, but albumin persisted, and on 22nd May was 1 per 
1,000. In spite of complete rest on 14th May blood-pressure had risen to 
132/72. Drug induction and delivery on 9th June. Blood-pressure 120/68, 
no albumin on discharge from hospital. 


Of these three cases the last two are the most convincing 
though they are not quite satisfactory. The albumin was pro- 
bably of toxic origin in both cases, as the urine contained red 
blood-corpuscles and granular casts on at least one occasion, and 
there was also considerable oedema. 


Significance of albuminuria without hypertension, 

Can a pre-eclamptic albuminuria occur without a rise of 
blood-pressure? It was hoped that the inquiry would throw 
light on this question, and there are in the present series To cases 
which are worthy of discussion from that point of view. As in the 
last section the answer centres round the nature of the albumin- 
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uria. The following are the essential details of these cases. Need- 
less to say only cases that were considered toxaemic were 
included in the original 320, and this involved the exclusion of 
cases of albuminuria in which the albumin was considered to 
be due to the presence of pus. 


620/. One para aged 23. Previous pregnancy and labour normal. First 
seen 2nd March 1933, blood-pressure 110/64, no albumin. At five subse- 
quent examinations the highest blood-pressure was 120/52, no albumin. 
Nothing else abnormal except 0.4 gms. glucose in urine on one occasion. 
On 29th June trace of albumin (a few red blood-corpuscles, no casts, 
no pus, no organisms), blood-pressure 100/78. Marked oedema of legs and 
abdominal wall. After delivery albumin disappeared. 

201/33. Twin pregnancy; primigravida age 25, first seen 15th November 
1932, 24 weeks pregnant, blood-pressure 106/60, albumin plus; 13th December 
blood-pressure 105/80, no albumin; 3rd January 1933 blood-pressure 120/80, 
no albumin; 1oth January blood-pressure 110/?, no albumin; 17th January 
blood-pressure 120/go, albumin a trace (red blood-corpuscles, epithelial cells, 
no casts). 

508/33. Twin pregnancy, one para aged 31; first pregnancy and labour 
normal. first seen 27th February 1933, 23 weeks pregnant, blood-pressure 
122/72, no albumin; 27th March blood-pressure 118/72, no albumin; 24th 
April blood-pressure 116/60, no albumin; 8th May blood-pressure 118/80, 
no albumin; 22nd May blood-pressure 120/70, albumin trace (a few red 
blcod-corpuscles, no casts); 2gth May blood-pressure 114/70, albumin a trace 
(no casts); 6th June blood-pressure 118/78, albumin a trace (a few red blood- 
corpuscles, no casts). 

395/33. Primigravida aged 19, first seen at 24th week on 14th February 
1933, blood-pressure 126/66, no albumin; 7th March blood-pressure 120/70, 
no albumin; 28th March biood-pressure 96/44, no albumin; 4th April blood- 
pressure 108/62, albumin a trace (a few pus cells, no casts); 18th April blood- 
pressure 114/70, albumin a trace (a few red blood-corpuscles, no casts, no pus); 
25th April blood-pressure 110/50, albumin trace (no cells, no casts); 2nd 
May blood-pressure 120/65, good trace of albumin (very occasional granular 
and hyaline cast, no red blood-corpuscles). Admitted to Antenatal Ward 
gth May. Albumin persisted till delivery but never increased in amount 
and casts were not found again. Blood-count 3,200,000 red corpuscles, 10,400 
white corpuscles. C.I. 1.0. Trace of albumin still present on discharge. 


In the five remaining cases the evidence that the albuminuria 
was of toxic origin was less convincing than in those detailed 
above. In none of the 10 was the albumin present in large 
amounts. 

I am disposed to consider these cases as proof that toxic 
albuminuria can occur without any rise of blood-pressure. 


Hypertension and oedema. 
The relation between hypertension and oedema is of interest 
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in view of the contention of Zangemeister’ and others that 
oedema (hydrops gravidarum) precedes and causes the hyper- 
tension. 

(a) In the present series hypertension preceded the onset of 
oedema in 28 cases, the mean interval being 56 days, the longest 
168 days, and the shortest seven. In many cases the blood- 
pressure had fallen to normal between the first rise and the onset 
of oedema. In none of these cases was there albuminuria, except 
in one case in which it appeared after the oedema. So far as one 
can see there is no suggestion in these cases of any aetiological 
relation between the hypertension and the oedema. 

(b) In 15 cases clinical oedema preceded the hypertension. 
Even slight oedema of the ankles was taken into account and it 
was noted in not a few cases that oedema of the ankles was the 
first evidence of an oedema which afterwards became severe and 
generalized. Even with this severe test of oedema it is rather 
remarkable that there were only 15 cases in which the oedema 
preceded the rise of blood-pressure. The mean interval was 32 
days, the longest interval being 90, and the shortest six days. 
That there was little or no correlation between oedema and blood- 
pressure was shown not only by the above figures but also by 
the fact that in one case (1108/32), though the oedema persisted, 
the blood-pressure fell to normal and never rose again. In 
another (981/32), though the blood-pressure rose only 63 days 
after oedema appeared, yet the oedema had subsided at the 
time the rise of blood-pressure occurred. 

(c) Oedema and hypertension were found at the same visit in 
II cases. Stress cannot be laid on these, since they did not 
necessarily appear together. It is, however, of interest to note 
the subsequent course. In two cases at least there seemed to be 
no correlation between the hypertension and the oedema. In one 
of these (722/32) the blood-pressure fell to normal as the oedema 
disappeared, but subsequently rose without reappearance of the 
oedema. In the other (823/32) the oedema disappeared but 
the blood-pressure remained high. 

From a consideration of all the above facts we must conclude 
that oedema and hypertension stand in no aetiological relation 
to one another. 


Albuminuria and oedema. 

Zangemeister® believed that oedema, by causing swelling of 
the kidney within its rigid capsule, rendered it anaemic and so 
led to an “‘ischaemic albuminuria’’. Epstein’ and his followers, 
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on the other hand, teach that albuminuria causes oedema by 
rendering the blood-plasma poor in protein so that its osmotic 
pressure becomes relatively low. Fluid therefore passes from the 
blood into the tissues. A study of the facts concerning the time 
of appearance of oedema and albuminuria in relation to each 
other seemed, therefore, to be of importance. 

In the present series there are 55 cases of albuminuria with 
or without oedema. In 22 of these there was not any pitting- 
oedema. These are of comparatively little interest in this con- 
nexion though they tend to throw doubt on Zangemeister’s view. 

There were 33 cases of albuminuria with oedema. 

(a) The albumin and the oedema appeared together in I1 
cases. These also are of little interest, but it is important to note 
that in one patient there was marked oedema of both legs and of 
the abdominal wall, but only a trace of albumin, with a few red 
blood-corpuscles and no casts. There was, therefore, no cor- 
respondence between the amount of the oedema and of the 
albumin. We have often noted this lack of correspondence in 
patients under observation in hospital. 

(b) The oedema followed the albuminuria in six cases. 

(c) The oedema preceded the albuminuria in 16 cases. These 
are of great interest. In eight patients the oedema before the 
onset of albuminuria involved both legs to the knees, in six the 
feet and ankles only, in one the face and hands, and in one the 
hands. In all except the last two the oedema might have been 
due to pressure. The details of these two exceptions are as 
follows : 


740/32. Primigravida aged 21, first seen at twenty-fourth week when the 
blood-pressure was 132/100, but seemed well otherwise. At the next visit 
the blood-pressure was 110/66 and there was oedema of face and hands. At 
the four subsequent visits the blood-pressure was 110/52, 92/50, 120/70, and 
100/60, the oedema continuing as before. At the seventh visit the blood- 
pressure was 170/105, albumin a trace for the first time, no casts, marked 
oedema of legs and face. In addition to the fact that there was not any 
correlation between the quantity of albumin and the severity of the oedema, 
the oedema preceded the albuminuria by eight weeks. 

In the other case (1070/32) oedema of hands and legs preceded the 
albuminuria by three weeks. 


Oedema without albuminuria. 


Oedema occurred in the absence of albumin in the urine in 
54 patients, but in 44 of these it involved only the feet, ankles or 
legs, and might, therefore, have been caused by pressure. In the 
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remaining 10 it could not have been due to pressure, and details 
of seven of these are as follows: 


624/32. One para aged 35, oedema of ankles and legs, swelling of face 
in the mornings; blood-pressure 125/80, morning nausea, no albumin (at 
thirty-fourth week). Oedema persisted and extended to hands. 

685/32. Primigravida aged 24, at 30 weeks, trace of oedema of hands and 
legs to knees, no albumin, no hypertension, oedema increased in spite of 
rest and diet and at thirty-seventh week the blood-pressure rose to 140/95. 

919/32. Primigravida aged 28, first seen 21st June 1932, blood-pressure 
134/90, oedema to knees (11 a.m.). Blood-pressure fluctuated, but oedema 
persisted in spite of rest at home; on 4th October oedema still present in 
ankles and also in forearms, blood-pressure 144/92, albumin never present. 

1077/32. Oedema of hands at term, previously hypertension, no albumin. 

984/32. Primigravida aged 26, first seen at twentieth week on 2nd June 
1932, blood-pressure 140/76; on 22nd September oedema of legs and hands 
which persisted till term, no albumin. 

898/32. Primigravida aged 26, normal till 12th August 1932 when much 
firm oedema of legs set in; this increased in spite of rest and at term affected 
the hands; blood-pressure at term 138/80, no albumin throughout. 

919/32. Primigravida aged 28, first seen at 22 weeks, blood-pressure 
154/90, feet and legs oedamatous to knee, blood-pressure fluctuated and at 
term was 144/92, while oedema had extended to forearms. 


These cases show that toxic oedema can precede albuminuria 
and may occur when albumin is entirely absent from the urine. 


Relation of oedema to minor symptoms. 

Certain minor symptoms were observed in many of the cases 
in which oedema was present. These were chiefly headache, 
nausea, and vomiting at any time of day and often at night, or 
a return of the morning sickness of early pregnancy, while 
neuritic pains occurred less often. 

Of the 54 patients with oedema and not any albuminuria, 24 
complained of such symptoms. It was of interest to note that 
while the headache and sickness were usually found at the same 
time as the oedema, in a few cases (10) they preceded the onset 
of oedema. In one case in which there were both sickness and 
headache the sickness preceded the oedema but the headache 
followed its onset. 

Similarly symptoms were recorded in eight cases of oedema 
with albuminuria. These were headaches (four cases), return of 
morning sickness (five cases), and neuritis (two cases). Again it 
was noteworthy that while the headaches accompanied the oedema 
in two cases, they preceded it in two others, and that while the 
sickness accompanied the oedema in one, it preceded it in four. 
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This shows that the headache of pre-eclamptic toxaemia is not 
always due to cerebrad oedema but is probably a toxic mani- 
festation and the same applies to the nausea and vomiting. 


Relation of hypertension to minor symptoms. 

We have already seen that in many cases hypertension was 
the first sign of pre-eclamptic toxaemia. In eight of these, 
symptoms were observed, before the onset of the hypertension, 
which were probably earlier evidence of the toxaemia. As in the 
case of oedema the most frequent was sickness or nausea, with 
or without headache. In one case the ordinary morning sickness 
had apparently persisted till hypertension began. In another, 
morning sickness recurred at the 32nd week and hypertension 
and oedema appeared at the 38th week. In one case there had 
been antepartum haemorrhage at irregular intervals since the 
third month, but no other evidence of toxaemia, and the blood- 
pressure had been low. About the 32nd week the blood-pressure 
began to rise without the presence of albuminuria, and continued 
to do so, in spite of absolute rest in hospital, until the 35th week 
when Caesarean section was performed. About half an ounce of 
fairly old blod-clot was found behind the placenta, close to its 
centre, partly separating it. The placenta was situated entirely 
in the upper uterine segment. One might speculate as to whether 
the toxaemia and hypertension had caused the placental separa- 
tion or whether a pressor substance arising from the separ- 
ated placenta caused the hypertension. If the haemorrhage 
found at operation was of the same nature as that present earlier 
in pregnancy hypertension cannot have been the cause of the 
placental separation, for the patient was in hospital for many 
weeks under close supervision with blood-pressure recordings 
twice daily, and a temporary rise of blood-pressure could scarcely 
have been overlooked. 

In nine cases the hypertension was accompanied by symptoms. 
Again, sickness or nausea, usually at night, and occasion- 
ally headaches were commonest. In one case there was slight 
antepartum haemorrhage. In the section immediately preceding 
it has been noted that these symptoms sometimes precede hyper- 
tension and, therefore, cannot be caused by it. Further evidence 
of this is afforded by a study of these nine cases, as sickness and 
headache often persisted after the blood-pressure had fallen to 
normal, or the hypertension might persist, and the headache and 
sickness disappear. 

In 12 cases the onset of hypertension was followed by symp- 
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toms. One of the most frequent was sickness, which might 
occur at irregular times throughout the day, or take the form of 
a return of morning sickness present in early pregnancy. Yet, 
on the whole, this symptom was rare, and most patients with 
hypertension did not suffer from it. Further, the sickness was 
not worse when the blood-pressure was highest, and it might per- 
sist although the blood-pressure fell to, and continued normal. 
The sickness might occur alone or be associated with headaches. 
Again, headaches might occur without sickness, and with or 
without giddiness. It is noted, however, that the headache and 
giddiness did not necessarily go hand in hand with blood-pressure, 
and they might be complained of when the blood-pressure was 
normal or continue after a high blood-pressure had fallen to 
normal. 

From a study of the symptoms associated with hypertension 
it is therefore evident that hyptertension is not the sole cause of 
the headache and sickness. They must be regarded as direct 
manifestations of the toxaemia just as is hypertension itself. 


A group of doubtful cases. 

In addition to the 320 toxaemic cases recorded above there 
were 53 that might be described -as doubtful, there being 
present certain signs and symptoms of questionable significance, 
but neither hypertension nor albuminuria. In their order of 
frequency these signs were: cramps 43, headaches 27, oedema 
Io, sickness and nausea 18, giddiness 18, sleeplessness four, 
glucose in the urine two, spots before the eyes two, neuritis, in- 
cluding numbness and tingling in hands and feet, two. 

Cramps are often complained of during pregnancy, but we 
know little or nothing regarding their significance, usually being 
satisfied to ascribe them to’ pressure. They may, however, be 
present early in pregnancy when pressure cannot explain them, 
or in regions where pressure is unlikely, e.g. abdominal wall, 
buttock, and back. The oedema often affected both legs as far as 
the knees, and occasionally the hands. It might be alone or 
associated with other possibly toxaemic manifestations, such as 
headaches or sickness. In one patient there was oedema of both 
legs and hands, with occasional headaches, the blood-pressure 
being normal and albumin absent. Glucose in the urine occurred 
in two cases, and in both was associated with hypotension, rather 
than hypertension, as some writers have claimed. On looking at 
this group of cases as a whole one is strongly inclined to regard 
these patients as subjects of the minor manifestations of pre- 
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eclamptic toxaemia, who yet never developed any of the graver 
and more generally recognized disturbances such as hypertension 
and albuminuria. 


THE EARLIEST SIGNS OF PRE-ECLAMPTIC TOXAEMIA. 


A study of the comparative frequency of the various symptoms 
and signs which first indicated the onset of pre-eclamptic toxaemia 
gave the following result: 


Earliest sign or symptom Number Percentage of 
of cases Total 


Hypertension and headache 5 1.5 
Hypertension with sickness and headache ..._... 3 0.9 
Hypertension and oedema ... II 333 
Hypertension, oedema and headache 0.3 
Hypertension and sickness ... a 8 2.5 
Oedema and sickness ...__.. 4 
Oedema, headache and I 0.3 


Albuminuria and oedema 


4 
Albuminuria, oedema and een 2 0.6 
Albuminuria and hypertension 3 0.9 
Headaches alone 3 0.9 
Headaches and sickness 2 0.6 
Sickness alone : ae 5 1.5 
Antepartum 2 0.6 
Antepartum haemorrhage with hypertension I 0.3 
Antepartum haemorrhage with excessive sickness i 0.3 


It will be noted that there are 14 cases in which oedema of 
some degree preceded any other evidence of toxaemia. In 12 of 
these the oedema might have been due to pressure, as it a: ected 
only the feet, ankles, or legs. In two of the cases, however, it 
involved other parts. The details of these are as follows: 


685/32. Primigravida aged 24, nothing abnormal discovered till fourth 
visit at thirtieth week, when there was oedema of the hands and legs; blood- 
pressure 110/60, no albumin. The oedema persisted and increased without 
other disability till the thirty-fourth week when blood-pressure was 140/95, 
and the oedema extended to the knees and still affected the hands. 

898/32. Primigravida aged 26, much firm oedema of legs to knees preceded 
hypertension by 76 days. Hypertension (138/70) at last appeared and the 
oedema then spread to the hands. No other symptoms present at any time. 
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EARLY SIGNS OF PRE-ECLAMPTIC TOXAEMIA 


While, therefore, it is true that oedema may be the earliest 
sign of a pre-eclamptic toxaemia, yet such an event is probably 
rather rare. In the present series of 320 there were only two in 
which it certainly preceded any other symptom or sign. 


SUMMARY. 

1. In a number of patients (56 per cent) hypertension is the 
sole evidence of toxaemia. In many the hypertension undergoes 
spontaneous cure, the blood-pressure falling to and remaining 
normal without treatment. 

2. There is not any evidence that a persistently high diastolic 
pressure is of value as a warning sign of toxaemia to follow. 

3. An early rise of blood-pressure followed by a more or less 
prolonged interval during which the blood-pressure is normal is 
a frequent warning sign of a future permanent hypertension and 
toxaemia (present in 65 per cent). 

4. Though hypertension often precedes albuminuria, there is 
no evidence that it causes it. 

5. True toxic albuminuria may precede hypertension, but 
this order of events is very rare (three cases in the present series of 
320) . 

6. True toxic albuminuria may occur without hypertension at 
any time. This is also rare (10 cases in the present series of 320). 

7. Oedema and hypertension. There is not any evidence that 
oedema is the cause of hypertension or that hypertension causes 
oedema. 

8. Oedema and albiminuria. The albuminuria in 
eclamptic toxaemia of pregnancy is not caused by oedema, 
neither are albuminuria and the consequent lowering of the 
plasmo-proteins the sole cause of oedema. 

g. Neither oedema nor hypertension seem to be the only cause 
of the headache and sickness, as these may be present in absence 
of oedema or hypertension, or may precede them. 

10. In 75 per cent of cases of pre-eclamptic toxaemia hyper- 
tension is the earliest sign. Oedema by itself is only very rarely 
the earliest sign (two out of 320 cases, or 0.6 per cent). The other 
first signs are given in the accompanying table. 


CONCLUSION. 

The evidence brought forward shows that, whatever be the 
cause of pre-eclamptic toxaemia it is something that can cause 
each of the signs and symptoms directly. That is, each sign and 
symptom such as hypertension, albuminuria, and oedema, is due 
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directly to the toxic agent, and each is produced independently 
of the other. Hypertension does not cause albuminuria, or 
oedema; nor does albuminuria cause oedema or oedema hyper- 
tension or albuminuria. The minor early symptoms, such as 
headache and sickness, also seem to be due to the direct action of 
a toxic agent rather than to the increased intracranial pressure 
of cerebral oedema, or to the vascular changes of hypertension. 

If the observations in this paper and the conclusions based 
upon them are correct, it will be possible to considerably narrow 
the field of investigation into the causation of pre-eclamptic 
toxaemia. Several illustrations of this assertion will suggest 
themselves, but here I shall content myself with only two. 

1. It might be assumed that a possible cause of pre-eclamptic 
toxaemia is the increase in blood-volume that takes place normally 
in pregnancy, combined with a lack of vasomotor correlation due 
to some defect, congenital or acquired in the ‘‘blood-pressure 
restrainers’’ in the carotid sinus. But, although this might give 
rise to hypertension many other clinical features would still remain 
unexplained. 

2. Pre-eclamptic toxaemia cannot be due solely to a blood- 
pressure-raising hormone such as epinephrin, for while such a 
substance might, if present in sufficient quantities, give rise to 
hypertension, the hypertension would not cause the other 
characteristic clinical phenomena. 
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A 


DuRING the last few years much discussion has taken place upon 
the methods which can be applied for the relief of pain in labour. 
There is still a considerable degree of controversy over the advisa- 
bility of reducing suffering in those cases which are called 
normal. In cases in which operative interference is a necessity, 
or when relaxation is required for the purposes of diagnosis, 
opinions are unanimous that anaesthesia is essential. At this 
stage of civilization, it is impossible to define normal labour with 
any degree of accuracy. One patient may have complications 
without much discomfort, and another may suffer agonies owing 
to a nervous temperament without any abnormal obstetric con- 
dition being present. In a discussion of normal labour the capa- 
city of suffering and the general nervous condition of the patient 
must receive consideration as well as the obstetric freedom from 
complications. 

Labour is seldom a purely physiological process and rarely is 
it unaccompanied by pain and suffering. How to modify this 
suffering in labours which are otherwise uncomplicated is the 
problem which is engaging our attention. By the administration 
of drugs are we adding dangers to the life of the mother or her 
child? Are we causing complications which would otherwise 
have been absent had drugs not been employed? Most dis- 
cussions on the subject take place upon the advisability of the 
administration of anaesthetics rather than sedatives, and their 
employment during the second stage of labour, or during 
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delivery. Experience has taught us that it is now of greater 
importance to find suitable methods which can be employed for 
the first stage of labour. The textbooks give little help in the 
problem and we are forced to the conclusion that methods for 
the relief of pain during the first stage of labour are infrequently 
employed. 

Arguments are brought forward to point out the dangers to 
the patient, the difficulties in the constant observation in domestic 
practice and the additional expense involved. It is, therefore, 
in the hospital that observations can first be made with success, 
and the results given as a guide to others with more limited 
opportunities. One of the chief arguments against the adminis- 
tration of analgesics and anaesthetics in labour is their inhibitory 
action upon the contractions of the uterus. Is this to be accepted 
or can it be refuted by the study of a considerable number of 
confinements? Most obstetricians now recognize the influence 
of fear on the part of the patient and the retardation of the 
progress of labour as a consequence. Surely the main object 
of the administration of seratives in the first stage of labour is 
to allay anxiety and its consequent nervous and muscular 
exhaustion. 

The personal influence of the attendant is a very important 
factor in obstetric practice. The feeling of confidence on the 
part of the patient and the banishment of fear, so far as is possible, 
by assurance as to her safety is the greatest help in the proper 
management of a case of labour. Assurance in the antenatal 
period that the patient will not be allowed to suffer is of the 
greatest help in calming her anxiety and fear. A completely 
painless labour due to the administration of an analgesic or anaes- 
thetic is rarely possible without some degree of danger, but there 
are many steps between this and the agonies endured by women, 
even though the medical attendant cheerfully assures the patient 
at the end that it was all for the best and according to the de- 
mands of nature if not the commands of God. 

The ideal drug for use during the first stage of labour should 
not have any inhibitory effect on uterine contractions, nor should 
it increase the risk of post-partum haemorrhage. It should possess 
analgesic and amnesic properties when given in doses which have 
no adverse effect upon the mother or the foetus. During the 
second stage of labour it is important that the preceding seda- 
tive administration should not prevent the patient from co- 
operating in an intelligent manner with the medical attendant. 
This also applies to the administration of anaesthetics. 
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The ideal method is to maintain a condition of analgesia until 
the head is about to be born, when anaesthesia is necessary. 

So much controversy is waged over the subject of the relief 
of suffering in labour, that we feel any arguments on our part 
in favour of the administration of drugs should be backed by 
our experience in a definite number of cases. It has been the 
practice in our Obstretical Unit, since its inception 12 years ago, 
to give relief from suffering when possible, not only in complicated 
but in so-called normal cases of labour. In some instances the 
labour has been short or the patient has undergone the main 
portion of suffering before admission. In these cases sedatives 
were not given. 

Every woman in the Department is given a sedative when 
the pain of the first stage is causing some discomfort or distress, 
which usually occurs when uterine contractions are taking place 
at intervals of five to Io minutes. When a vaginal examination is 
made prior to the administration of the sedative it is usually 
found that this painful stage occurs when the cervix will admit 
two, three or more fingers, although occasionally the dilatation 
ifiay not be more than will admit one finger. This applies more 
especially to primiparae, although the multiparous patients are 
given sedatives as a routine when required. If labour proceeds 
rapidly and without discomfort in the early stages, sedatives are 
not required. Feeble and infrequent pains are obviously a con- 
traindication to administration of sedative drugs. 

Without exception every primipara has an anaesthetic ad- 
ministered during the whole or greater part of the second stage 
of labour, providing she is admitted in time to make the adminis- 
tration possible. In the case of some multiparae the second stage is 
of very short duration and the infant is born without anaesthesia. 

We have attempted to make an analysis of 560 cases in which 
vaginal examinations were made during the first stage of labour. 
This analysis must necessarily give approximate rather than 
accurate data, for in making vaginal examinations, indi- 
viduals sometimes differ slightly in their conclusions, particu- 
larly in the later part of the first stage. The beginning of the 
second stage of labour was determined by noting the charac- 
teristic change in the pains. Vaginal examinations were not made 
unless, after observations of the patient for a short period, some 
doubt was felt as to the change from the first to the second stage. 
Undoubtedly, this introduces a large error into the table, but 
the analysis may have some value. 
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B. 


SUMMARY OF THE TREATMENT OF 560 CASES DURING 


SPONTANEOUS LABOUR. 


All the patients were primiparae with vertex presentations. 
Spontaneous delivery occurred in all the cases. Forceps-cases 
were not included as the number of cases in each series is insuffi- 


cient to correlate with the following tables. 


1. Treatment during the first stage of labour: 
Potassium bromide and chloral hydrate. 


Time elapsing from 


Degree of dilatation examination to full Number 
of the cervix when dilatation of the of 

examined cervix cases 

Hours Minutes Average of: 
One finger’s breadth 13 10 20 
Two fingers’ breadth 10 12 20 
Three fingers’ breadth 7 53 20 
Four fingers’ breadth 7 26 20 
Three-quarters 4 40 40 
Rim of cervix 3 25 20 
Anterior lip of cervix 2 8 20 
Total 140 


1a. Anaesthetics administered during the second stage of labour. 


Anaesthetic 


Duration of 


2nd stage 


Duration of 
3rd stage 


Number of 


cases 


. Nitrous oxide and 


Hours Minutes Hours Minutes Average of: 


I 12 fe) 12 16 
2. Nitrous oxide an 
oxygen plus chloro- 
form during exten- 
sion of head ... I 16 oO 15 67 
3. Nitrous oxide and 
oxygen plus ether 
during extension of 
head we I 20 oO 16 25 
4. Chloroform I 20 oO 17 32 
Total 140 
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2. Treatment during the first stage of labour: 
Opoidine or morphine. 


Time elapsing from 


Degree of dilatation examination to full Number 
of the cervix when dilatation of the of 
examined cervix cases 

Hours Minutes Average of: 
One finger’s breadth ... 13 19 20 
Two fingers’ breadth ... II 14 20 
Three fingers’ breadth ... 10 29 20 
Four fingers’ breadth ... 5 oO 20 
Three-quarters ...... 4 48 20 
’ Rim of cervix 3 51 20 
Anterior lip of cervix 2 40 20 
Total 140 


2a. Anaesthetics administered during the second stage of labour. 


Duration of Duration of Number of 
Anaesthetic 2nd stage 3rd stage cases 


Hours Minutes Hours Minutes Average of: 
1. Nitrous oxide and 
I I 12 21 
i 2. Nitrous oxide an 
oxygen plus chloro- 
| form during exten- 
sion of head... ... I 16 fe) 15 66 
3. Nitrous oxide and 
oxygen ether 
during extension of 


Heads I 15 12 35 
i 4. Chloroform ...... I 24 oO 15 18 
Total 140 
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3. Treatment during the first stage of labour: 
Potassium bromide and chloral hydrate followed by opoidine or morphine. 


Time elapsing from 
Degree of dilatation examination to full Number 
of the cervix when dilatation of the of 
examined cervix cases 


Hours Minutes Average of : 
One finger’s breadth ... 19 15 20 
Two fingers’ breadth ... 15 6 20 
Three fingers’ breadth ... 10 28 20 
Four fingers’ breadth ... 10 33 20 
Three-quarters 5 38 20 
Kam cervix 3 9 20 
Anterior lip of cervix 2 


3a. Anaesthetics administered during the second stage of labour. 


Duration of Duration of Number of 
Anaesthetic and stage 3rd stage cases 


Hours Minutes Hours Minutes Average of: 

1. Nitrous oxide and 

OXVREN I 27 II 22 
2. Nitrous oxide an 

oxygen plus chloro- 

form during exten- 

sion of head... ... I 24 oO 16 79 
3. Nitrous oxide and 

oxygen ether 

during extension of 

4. Chloroform... ... I 38 oO 16 19 


Total 140 


#, 
Total 140 
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4. NO SEDATIVE treatment during the first stage of labour. 


Time elapsing from 
Degree of dilatation examination to full Number 
of the cervix when dilatation of the of 
examined cervix cases 


Hours Minutes Average of: 
One’ finger’s breadth ... 12 


Two fingers’ breadth ... 45 
Three fingers’ breadth ... 26 
Four fingers’ breadth ... 24 
Three-quarters... 18 
Rim of cervix... ... 2 
Anterior lip of cervix ... 52 


4a. Anaesthetics administered during the second stage of labour. 


Duration of Duration of Number of 
Anaesthetic 2nd stage _3rd stage cases 


Hours Minutes Hours Minutes Average of: 
. Nitrous oxide and 
. Nitrous oxide an 
oxygen plus chloro- 
form during exten- 
sion of head ... 
. Nitrous oxide and 
oxygen plus ether 
during extension of 
head 29 
. Chloroform... ... 26 


Total 140 


First Stage of Labour. 

The figures on which the preceding analysis is based show 
surprisingly wide variations for different individuals, the cervix 
of one patient taking as long as 50 hours, another not more than 
three or four in dilating from the size of one finger to full dilata- 
tion. 
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When more than one sedative has been given, one might 
argue from the above analysis that the longer duration of the 
first stage in such cases has resulted from the sedative adminis- 
tration, but other factors, such as the presence of some obstetri- 
cal complication, e.g. rigidity of the cervix, early rupture of the 
membranes or mild degrees of disproportion, undoubtedly 


account for a very definite lengthening of the first stage in many 
cases, 


Second Stage of Labour. 

The variations in duration of the second stage of labour can 
be further studied in the following table, with its accompanying 
graphs. The 560 cases are here grouped according to the anaes- 
thetic administration, the percentage of cases for varying periods 
of the second stage being shown. 


Duration of second stage: percentage of cases. 


Gas and Gas and Gas and 
oO, O,CHC1, O, ether CHCl, 


per cent per cent per cent per cent 
Onehourorless ... ...  .:. 46.5 44.5 41.2 37.8 
One hour and a half orless_ ... 28.7 23.6 25.6 33-6 
Two hours or less 18.0 15.6 13.6 
Two hours and a half orless ... 5.4 9.1 II.I 8.4 
Three hours or less 4-5 6.2 


Third Stage of Labour. 


The percentage of cases for varying periods in the third stage 
is indicated below. 


Duration of third stage: percentage of cases. 


Gas and Gas and Gas and 
oO, O,CHCI, O, ether CHCl, 


per cent per cent per cent per cent 
Ten minutes or less 44.5 40.3 47-3 
Twenty minutes orless...  ... 26.0 43.8 48.6 31.5 
Thirty minutes orless ...  .... 6.9 8.1 10.5 
Forty minutes orless ... 0.9 8.4 
Onehourorless ... ... ... 0.8 27 
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OBSERVATIONS ON DruGs USED IN THE CASES RECORDED. 


(a) Potassium Bromide and Chloral Hydrate. 


This well-known combination of drugs continues to hold a 
useful place in sedative administration during labour. 

Dosage. We have tried variations in dosage and times of 
administration. Thirty grains of each drug as an initial dose, 
repeated in smaller doses at three or four hourly intervals, 
appears to give good results. 

The administration of these sedatives has not usually been fol- 
lowed by any noticeable diminution in the severity of pains when 
uterine contractions were causing real distress, for their analgesic 
action in the above doses is practically negligible, but their 
sedative action has proved of great value (1) in the management 
of nervous and excitable patients during the early part of the 
first stage of labour; (2) as a preliminary to the more potent 
drugs; (3) in long labours, given alternately with morphine or 
other sedatives when frequent administration of these latter drugs 
is not considered necessary or advisable. It has been of par- 
ticular help when the excessive excitability of the patient has made 
the degree of distress difficult to determine, and the periodicity 
of pains not easy to estimate owing to voluntary contractions of 
the abdominal muscles when an attempt at examination has 
been made. A sedative such as potassium bromide which, when 
given in moderate doses, has a selective action on over-excited 
nerve cells, combined with a hypnotic such as chloral hydrate 
has proved a valuable agent in the management of such cases. 
In a number of cases little help is obtained from its use, one 
patient may become very drowsy, resting completely between 
her pains and much less worried when they occur, another may 
sleep for two or three hours, showing disturbed movements during 
her pains while a third may be apparently unaffected by the seda- 
tive administration. 

The drugs have no apparent effect in lessening uterine con- 
tractions; patients will often volunteer the information that pains 
have become stronger since the medicine was taken; this is no 
doubt the normal progress of labour and would occur indepen- 
dently of any sedative administration. 

The great objection people sometimes make to the adminis- 
tration of potassium bromide and chloral hydrate is the fre- 
quency with which vomiting occurs when they are taken. We have 
found this vomiting results from the drugs being given in con- 
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centrated solution and acting as gastric irritants. We now pre- 
scribe the sedative drugs diluted with at least six ounces of water 
or glucose and lemonade, to be taken in sips; when they are so 
given vomiting rarely occurs. 

(b) Morphine. Morphine, with or without other alkaloidal 
derivatives of opium, is probably still the most valuable sedative 
and analgesic drug in use during labour. Its advantages far 
outweigh its disadvantages. It is rarely one finds any adverse 
effect upon the condition of mother or foetus when it is adminis- 
tered in moderate doses and at suitable times. It is a far safer 
drug than many of the toxic barbiturates now being used. 

The preparations, omnopon and opoidine, which contain in 
addition to morphine other alkaloids of opium, are widely used 
in obstetric work. Opoidine is the preparation most generally 
administered in the Obstetrical Unit of the Royal Free Hospital. 
It is put up in ampoules containing I c.c. for injection or in tablet 
form for oral administration. A solution of the preparation in 
large quantities is obtainable at a much lower cost than the 
ampoules. 

Dosage. One-third of a grain of opoidine contains approxi- 
mately one-sixth of a grain of anhydrous morphine lus the other 
alkaloids of opium. Each I c.c. ampoule contains one-third 
of opoidine, the tablets one-sixth. One c.c. is given by injection 
or two tablets are usually administered. When morphine is given 
one-quarter or one-sixth of a grain is the usual dose, repeated if 
and when necessary. The injection of morphine or opoidine is 
supplemented by 2 c.cm. of a 50 per cent solution of magnesium 
sulphate, the latter being given intramuscularly and repeated two 
hourly for two succeeding doses (Gwathmey method). 

We usually reserve the morphine administration, when given 
by injection, until strong pains are occurring at a frequency of 
about five minutes, or until the cervix will admit at least three 
fingers. When pains are severe and the patient is not helped by 
the administration of potassium bromide and chloral hydrate, 
we do not hesitate to give morphine earlier. On the other hand 
if the former sedatives are sufficient to carry the patient through 
the greater part of the first stage, the more potent drug is re- 
served until quite late in the first stage. Opoidine, when given 
orally, is administered early in labour with or without potassium 
bromide and chloral hydrate because it takes much longer for 
its effect to become apparent. In the greater number of cases, 
injections are given because when distress is present one wishes 
to give relief as quickly as possible. 
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Results from Morphine Administration. 

1. Analgesia: A few patients appeared to be quite unaffected 
by the analgesic properties of morphine or opoidine. In several 
of these cases, however, relief from pain became apparent after 
the first or second dose of magnesium sulphate; in others of this 
group pains were not eased until the drug was repeated or an- 
other one administered. The greater number of patients ex- 
perienced a very satisfactory alleviation of their pains. 

2. Uterine contractions: An alteration in frequency or dura- 
tion of uterine contractions was not noticeable in many cases; 
in others there was a marked increase in the intervals between 
the pains, but their strength and duration were greater, and as 
labour progressed shorter intervals recurred with no diminution in 
strength and character of pains; in a few cases there was com- 
plete cessation of pains for two or three hours, but in normal 
cases there was usually a recurrence of good pains after this 
period. 

3. Sleep: After the administration of morphine or opoidine 
many patients slept for three or four hours without interruption, 
slight disturbance only occuring during pains; others, although 
sleeping between pains, were aroused during their occurrence 
but fell asleep again almost before the contractions had céased; 
the remainder were those who became drowsy or did not show 
any sedative effects of the drug. 

4. Thirst: This was no more marked after morphine adminis- 
tration than after other sedatives or when drugs were not given. 
Patients were, however, encouraged to drink glucose solution, or 
glucose and lemonade, during the first stage. The patients are 
frequently given barley sugar to eat at intervals when awake. 

5. Vomiting: The percentage of women who show an idio- 
syncrasy to morphine by vomiting after its administration is very 
low. When a woman has shown a tendency to periodic vomiting 
during labour, apart from any sedative administration, the use 
of morphine has rarely been of value in checking this trouble. 

6. Respiration: Very slight changes in depth and rate have 
been observed. 

7. Pulse: Very slight changes in tension and rate have been 
observed. 

8. Foetal heart-rate: Slight slowing has been noticed, but in 
the majority of cases a definite alteration in rate has not been 
observed. 

9. Retention of urine is said to occur after the morphine ad- 
ministration, owing to the high tone of the bladder muscle; after 
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1 grain of morphine, or 4 grain of opoidine, we rarely find patients 
require catheterization unless labour is unduly prolonged. 

It is a debatable point whether morphine itself or morphine 
supplemented by other opium alkaloids is more valuable for use 
in labour; the latter is said to be better tolerated. 

Pharmacologists state that the addition of the other opium 
derivatives produces a synergistic action so that in their presence 
morphine is more active. In that case a smaller dose of morphine 
should be necessary when given with the additional alkaloids. 
We have not compared a sufficient number of cases in this series 
to make a statement of value on this point, but one usually finds 
one-third of opoidine as effective, if not more so, than one-quarter 
of a grain of morphine. 


Magnesium sulphate. 

This solution has been used with good results for prolonging 
the effects of morphine. It is said to be a powerful nerve depres- 
sant when given otherwise than by the alimentary canal, although 
given intramuscularly, as it is in labour, its effect in this way 
has not been noted. There is one drawback to its use, viz. : when 
given superficially, there is a tendency to produce an abscess. 
This, however, has never occurred when the injection has been 
made correctly into the gluteal muscles. 


Effect of morphine on the infant. 

Probably the greatest disadvantage in the use of morphine 
during labour, in the minds of many obstetricians, is the fear of a 
depressing effect on the respiratory centre of the foetus. We 
have made careful comparisons of the condition of infants at birth 
when morphine has been given from four, three, two, one, or 
even half an hour before delivery and when sedatives have not 
been administered. In the majority of cases we find spontaneous 
respiration occurs at birth, however late we have administered the 
morphine, and the lustily-crying infant after morphine adminis- 
tration is indistinguishable from the one who has not been sub- 
jected to the influence of this drug. 

An investigation into the condition of 600 infants at birth has 
been carried out in the Obstetrical Unit of the Royal Free Hospital. 
in whom delay in respiration at birth has occurred, and a search 
for the cause has been made. After the elimination of those cases 
complicated by obstetrical difficulties, we found in this series nine 
infants who were born four hours or less after administration of 
morphine to the mother, required treatment for asphyxia neona- 
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torum. The condition of these infants when treated did not differ 
from that of others in whom a cause for the delay in respiration 
was not found. If morphine narcosis was the responsible factor 
for producing this asphyxia neonatorum in the former, one would 
expect shallow or slow respiration to continue for some time after 
birth; this, however, is rarely seen after treatment with carbon 
dioxide 5 per cent and oxygen. In the majority of cases an 
anaesthetic was administered during the second stage of labour. 

When chloroform or ether had been used at the termination 
of this stage it was impossible to eliminate this as a factor in the 
causation of delay in respiration at birth, for the amount of 
anaesthetic used varies appreciably with the skill of the adminis- 
trator. 

We cannot help thinking that some of the stillbirths which 
have been said to have resulted from the administration of mor- 
phine to the mother, have been due to the barbarous methods 
of artificial respiration which have been employed. 

If the method of resuscitation by means of carbon dioxide and 
oxygen inhalations is employed the results are much more suc- 
cessful than those following the methods advocated in the text- 
books on midwifery. 


Anaesthetics. 


As stated previously an anaesthetic is administered, when 
possible, to every patient during the second stage. 


(a) Nitrous oxide and oxygen. 

Anaesthesia is commenced, as a rule, at the beginning of the 
second stage. It is used for multiparae as well as primiparae, 
except in the case of multiparae in which delivery is imminent. 
The preceding summary, as stated, deals with primiparous cases 
only. 

Administration is by means of either Boyle’s or McKesson’s 
portable apparatus. The anaesthesia is usually begun with a 
mixture containing 80 per cent of nitrous oxide and 20 per cent of 
oxygen; this, however, is varied according to the needs of the 
patient. If co-operation is not good the percentage of oxygen 
is increased; analgesia is usually very satisfactory with the above 
proportions. At the onset of each pain the administration of 
nitrous oxide and oxygen is begun, the patient inhaling deeply 
before making any expulsive efforts. The nitrous oxide is con- 
tinued for half to three-quarters of a minute after each pain has 
ceased. 
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1. Effect on contractions. We have found the duration, 
strength and frequency of the pains increased in over 50 per cent 
of cases. When there has not been any marked increase in 
strength of uterine contractions, we have found that patients 
make far better use of their pains with this anaesthetic than with 
any other. The information is often volunteered that they feel 
capable of more effort when it is being given. 


2. Relief of pains was noticeable in all cases, an increase in the 
proportion of nitrous oxide being made when necessary. At the 
end of the second stage, nitrous oxide was usually reinforced by 
chloroform or ether during the birth of the head. In a minority 
of cases, however, complete anaesthesia was obtained with 
nitrous oxide only. 


3. Haemorrhage. In the majority of normal cases haemor- 
rhage was moderate after administration of gas and oxygen. 


4. Perineal lacerations. It is impossible to state with accuracy 
how much perineal lacerations are affected by the anaesthetic, 
but the addition of a small percentage of chloroform to the nitrous 
oxide and oxygen produces a very marked relaxation of the 


perineum, making the delivery of the head easier in the hands 
of the inexperienced. 


5. Effect on infant. (a) Adverse effects on the condition of the 
child are not usual even after prolonged administration of nitrous 
oxide and oxygen; the muscle tone is usually very good and 
respiration quickly established. The anaesthetic is discontinued 
as soon as the head is born and pure oxygen is administered from 
Boyle’s apparatus until the umbilical cord is ligatured. 

(b) Chloroform, in our opinion, as an adjunct to nitrous oxide 
and oxygen is the anaesthetic of choice during the birth of the 
head. Some operators like the mixture used during the appli- 
cation of the forceps: the chloroform being stopped as soon as 
the forceps is applied and nitrous oxide and oxygen continued. 

When the minimum of chloroform or ether is used the con- 
dition of the infant is not affected adversely. 

(c) Ether has been used less frequently than chloroform for re- 
inforcement of anaesthesia at the termination of the second stage : 
it has been used most often for examinations and manipulations 
in abnormal cases in which nitrous oxide and oxygen would not 
give the required relaxation and for the applicaton of the forceps. 
A marked depressing effect on uterine activity followed its use, 
except when the minimum was used at the end of the second 
stage. 
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No scrious effects on the infants have been noted in these 
cases, except when anaesthesia was prolonged, when normal 
respirations have not been established for some minutes. 


NoTEs ON DruGs Usep DuriInG LABOUR BUT NOT 
INCLUDED IN THE ABOVE TABLE. 
Hyoscine. 

This drug has been used in comparatively few cases in this 
series. We have administered it alone and in combination with 
morphine to produce a modified twilight sleep, or as a preliminary 
to spinal anaesthesia for Caesarean section. 

Dosage. One hundredth or one hundred and fiftieth of a 
grain has been the initial dosage usually employed; for repeated 
doses one three-hundredth or one four-hundred and fiftieth of 
a grain at three or four hourly intervals has been found suitable. 
As with morphine administration we usually give hyoscine when 
pains are strong and occurring at about five minute intervals, but 
we have found the drug of value sometimes to employ at the 
end of the first stage when a rim of cervix has persisted for an 
abnormal length of time. 


Results from hyoscine administration. 

1. Analgesia. Some patients showed marked relief after an 
injection of hyoscine, but quite often they become restless and 
excited during the occurrence of the pains so that one felt they 
were in no way helped by the drug, but on inquiring later it was 
usually found that they were unaware of much suffering during 
this stage. 

2. Amnesia. A condition of complete amnesia has been 
noticeable in only one or two cases, but a partial amnesia, suffi- 
cient to make the recollection of labour very much better than 
one would expect from observations of the patient, has been the 
usual result. The partial amnesia is no doubt due to the fact 
that our repetition of the drug has not been sufficiently frequent. 

3. Thirst was complained of much more after hyoscine ad- 
ministration than after other drugs. 

4. Uterine contractions. No apparent alteration in frequency 
or duration of pains was noticeable in the greater number of 
cases, but a very definite weakening of the uterine contractions 
was noticeable in several cases which were terminated by the 
application of the forceps. 

5. Respiration and pulse-rate. No anxiety has been caused 
by alteration in either of these after administration of the drug. 
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6. Eye symptoms. Two patients complained of slight misti- 
ness of vision; this, however, was very transitory. 

7. Effect on the infant. No difficulty in the establishment of 
respiration at birth has resulted from the use of hyoscine in this 
group of cases. 


Paraldehyde. 

This drug wouid be of great value for inducing sleep during 
labour if one could but overcome the nauseous taste and un- 
pleasant odour. We have used it in only seven cases. In five 
cases the drug was administered orally in the form of gelatine 
capsules each containing 3c minims of the drug, dosage, three 
to four capsules; in the remaining two cases, rectal administra- 
tion was resorted to, one drachm per 14 pounds body-weight 
being given. 

In three cases, one or more capsules were vomited within a 
few minutes or an hour or so later. It was surprising to find 
the capsules ejected so long after administration showing no 
signs of disintegration Of the remaining four cases, one patient 
was delivered before there was time for absorption of the drug 
to have occurred, two became very drowsy, resting completely 
between the pains, but much disturbed when they occurred. 
The fourth slept soundly for four to five hours, awakening very 
much refreshed. There were not any harmful effects on mother 
or infant. 

It would be worth persevering with the administration of 
paraldehyde capsules if they could be prepared with a more 
readily soluble case. 


Spinal anaesthesia~Stovaine. 

Intra-thecal injection of a 10 per cent solution of this drug 
has been tried for Caesarean section. 

Dosage. 0.65 c.c. of a 10 per cent solution is given. A 
preliminary dose of morphine ¢ of a grain and hyoscine 1/150 
was given half an hour before operation was begun in each of 
six cases reported. The spinal anaesthesia was supplemented 
by light anaesthesia with gas and oxygen in two very nervous 
patients. 

Analgesia was very satisfactory in each case for 30 minutes, 
in one case 43, minutes (in the latter a difficult myomectomy was 
performed in addition to Caesarean section). In two cases, 
backache was complained of during the operation. 

Blood-pressure. A serious fall in blood-pressure was recorded 
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from seven to 10 minutes after the injection in each case, this 
continuing during the greater part of the operation, the systolic 
pressure falling below 80 mm.Hg: the pulse being felt with con- 
siderable difficulty during this time. Nausea caused distress 
during the operation in four out of the six cases but improvéd 
as the blood-pressure reached a satisfactory figure. 

Haemorrhage was much less than would have occurred with 
general anaesthesia, as one would expect with such a low blood- 
pressure, but an additional factor was the rapidity with which 
the uterus contracted after removal of the placenta during the 
spinal anaesthesia. 

Effect on infant. In five out of the six cases the condition 
of the infant at birth was very good, spontaneous respiration 
occurring without any artificial stimulus. The sixth infant was 
feeble at birth and died the following day of congenital heart 
disease. 

Post-anaesthetic effects. Vomiting, which lasted about 24 
hours, occurred in three cases. Backache, persisting for two 
days, was complained of in four cases. 

We now use percaine, which gives very satisfactory results. 


REMARKS. 

The compilation of the cases referred to in the tables has 
been made possible only by the appointment of a resident anaes- 
thetist (H.E.R.) to the Obstetrical Deparment. We tender our 
grateful thanks to Lady Balfour of Burleigh and her Committee 
for the generous grants given to the hospital for the relief of 
suffering in childbirth. The duties of a resident anaesthetist 
should not only include the administration of sedatives and anaes- 
thetics during the whole or greater part of labour but should 
involve researches into the best drugs and methods of adminis- 
tration. For this reason it is necessary to have the more or 
less constant supervision of every patient in labour. In order 
to gain information as to the reactions and behaviour of indi- 
vidual patients the duties of the anaesthetist should not be rele- 
gated to others on the staff except under special conditions. 

Through the generosity of Mrs. Baldwin and the Birthday 
Trust we have received a supply of chloroform capsules for 
administration during the second stage of labour and during 
delivery. The primary object of these capsules is to enable mid- 
wives to relieve the sufferings of women whose resources do not 
enable them to employ an anaesthetist in childbirth. For use in 
the home the capsules will be of value as they minimize the 
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risk of chloroform administration, the amount in each capsule 
being carefully limited. A midwife, therefore, can safely give 
the contents of the capsule when a doctor is undertaking the 
delivery. 

* As to the administration of an anaesthetic in the absence of 
a doctor, there are many difficulties, however, much as we would 
wish to make it possible for those patients attended by mid- 
wives only to have relief from pain. Accidents may happen in 
the best of hands, and while the legal position of a qualified 
practitioner is well defined, what would be the position in the 
case of an unqualified administrator? This problem will have 
to be discussed more fully in the future. Efforts should be made 
to enable midwives to be trained in the administration of gas 
and oxygen under direct medical supervision in domestic prac- 
tice as the risk is less than with any other anaesthetic. At present 
the expense is prohibitive. Chloroform capsules have now been 
tried in many hospitals and the reports are favourable, but the 
ordinary method of administration is much more economical. 
There is also a tendency to relegate the administration to un- 
qualified persons, the anaesthetist losing the educative oppor- 
tunity of personal supervision of the patient. 

The administration of chloroform during the first stage of 
labour is rarely advised, as the prolonged effect of this drug is to 
damage hepatic function to some extent. 

Every patient who is admitted to the Obstetrical Unit is given 
a paper of consent for anaesthetic administration to be signed 
by herself or her husband. No case of refusal has occurred. 
Many of the patients seek admission because of the fact that 
relief from pain is assured them in the labour ward. 


CONCLUSIONS. 

Five hundred and sixty primiparae delivered spontaneously 
were given sedatives and anaesthetics during labour and delivery. 
During the first stage opoidine or morphine, with or without 
potassium bromide and chloral hydrate, were given. During the 
second stage of labour the anaesthetic which gave the most 
favourable results was undoubtedly a mixture of gas and oxygen. 
During delivery in some cases the mixture was supplemented by 
chloroform or ether. An analysis of the various groups of cases 
was made and tables appended with special reference to the dura- 
tion of the various stages of labour. 

It was found that a combination of potassium bromide and 
chloral hydrate in the first stage is a useful and safe sedative 
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especially in excitable and nervous patients, and it has no 
apparent effect in lessening uterine contractions. Vomiting is 
avoided by sipping the drugs dissolved in at least six ounces of 
water with glucose or lemonade. 

Morphine is the most valuable of all sedatives. It is rare to 
find any adverse effect upon the mother or the foetus. It is much 
safer than many of the toxic barbiturates now in use. Its effect 
is intensified and prolonged by giving it in 50 per cent solution 
of magnesium sulphate. In many cases an alteration in the 
frequency or duration of uterine contractions was not noticeable. 
In some cases, the intervals between the pains were prolonged 
but the pains were increased in intensity. Opoidine in doses 
of } gr. was often found to be more effective than } gr. morphine. 

Observations upon the effect of morphine on the infant 
showed that spontaneous respiration took place no matter how 
late the administration of the drug. A separate investigation has 
been carried out in the Obstetrical Unit with regard to the cause 
of delay in the establishment of respiration in the new-born. Of 
600 cases in which delay in the birth of the infant occurred, in 
nine mothers morphine had been administered within four hours 
of birth and no difference was noted between the infants in these 
cases and those of delay due to unknown causes. Resuscitation 
was effected by means of carbon dioxide and oxygen as is the 
custom in the Obstetrical Unit instead of the old methods of 
artificial respiration which have been discarded as dangerous. 

Nitrous oxide gas and oxygen gave the best results for ad- 
ministration in the second stage of labour and during delivery. 
The duration, strength, and frequency of the contractions in- 
creased in over 50 per cent of the cases. There were not any 
cases of post-partum haemorrhage due to the administration of 
anaesthetic drugs. 
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Studies of the Movements of the Uterus (1). 


By Tuomas N. Morcan, M.B., Ch.B. (Aberd.), 


From the Materia Medica Department, University of Aberdeen. 


In the course of the past 50 years a considerable amount of 
work has been done on the subject of uterine motility. The 
methods of investigation usually employed have been to observe 
and record the movements either of the isolated uterus or of the 
intact organ in the anaesthetized animal. Objections can be 
raised to both methods on the grounds, on the one hand, that 
the organ is removed from its normal physiological milieu and, 
on the other, that the uterine movements may be influenced by 
the administration of a general anaesthetic. Indeed the work 
of Bourne and Burn' strongly suggests that this may be the 
case. 

An attempt was therefore made to prepare uterine fistulae in 
rabbits and to make records of the movements of that organ in the 
unanaesthetized animal. The rabbit was chosen for experiment 
on account of the ease with which it is handled and the anatomi- 
cal suitability of its uterus. In the investigation, several different 
operative procedures were tried, and four methods have been 
found which yield satisfactory results. 


Methods. 

1. The first method is briefly as follows. The animal is anaes- 
thetized with nembutal and ether, and the skin of the abdomen 
cleared of hair and disinfected. With the usual aseptic pre- 
cautions, the abdomen is opened by a small grid-iron incision in 
the flank, and a horn of the uterus drawn through the opening 
in the form of a loop. A thin rubber tube is pushed through 
the broad ligament at its attachment to the uterus, care being 
taken to avoid injury to vessels. The wound is then closed, leav- 
ing the projecting loop of uterus supported by the rubber tube 
over which it is straddled. Any attempt to suture the uterus to 
the skin leads to troublesome bleeding with liability to necrosis 
and early closure of the fistula. The animal is allowed a week 
or 10 days to recover, at the end of which time the outermost 
wall of the uterus has become necrosed, leaving a clean fistula 
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from the upper and lower ends of the uterus to the exterior. 
This method was used to investigate the problem of gradient 
activity of uterine musculature and for general pharmacological 
investigations, and was found to be satisfactory. It has the 
advantage that a minimum of damage is done to the nervous 
connexions of the uterus, but suffers from a disadvantage in 
that the opening into the upper end is liable to close, giving rise 
to the formation of a cyst which sometimes reaches the size of 
a tomato, and the general condition of the animal thus tends 
to deteriorate. 

2. In order to prevent the formation of cysts, the second 
method is employed. It is, in general, similar to the first, but 
differs from it in that the abdomen is opened for a second time a 
fortnight after the fistula has been prepared, and the part of the 
uterine horn above the fistula excised, together with the Fallopian 
tube. The disadvantage of this method is that in the absence of a 
spur the fistula is liable to close prematurely, unless it is kept 
open by the insertion of a tube, a manoeuvre which leads, sooner 
or later, to infection of the uterine mucosa with consequent 
deterioration in the condition of the animal. 

3. The third methed consists in detaching the uterine horns 
from the vagina. The abdomen is opened in the mid-line and the 
uterus and vagina drawn out through the wound. The anterior 
aspect of the vagina is identified, and the tissue in which run 
the utero-vaginal vessels, at the junction of the two broad liga- 
ments, is cleared by blunt dissection from the vagina. The 
vagina being clamped about 5mm. below the cervices and 
cut through, the lower opening is then firmly sutured with thin 
catgut, and anchored to the retro-peritoneal tissues to avoid pro- 
lapse. The abdominal wound is now sutured from below up- 
wards, the cervices of the uterus being drawn out at its upper 
end and sutured to the muscles of the abdominal wall. It is advis- 
able to draw the uterus out so far as the upper limit of reflection 
of the vaginal fibro-muscular tissue; otherwise the tissues tend 
to recede below the level of the skin and a new shaliow vagina 
is formed. By this method the fistula does not show any ten- 
dency to spontaneous closure, and the animals remain in good 
health for many months. 

4. For experiments on uterine movements in the pregnant 
animal, a method of preparing a fistula which will permit of 
impregnation is provided by the following method. The abdo- 
men is opened in the mid-line, and the vagina and uterus drawn 
out. The vascular tissue is cleared from the anterior wall of the 


1197 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


vagina, and an incision made in its lateral margin, 5 mm. below 
its attachment to the uterus. This incision is carried obliquely 
upwards on the anterior and posterior walls to end at the retlec- 
tion of the vagina on the uterus midway between the cervices. 
The cervices are thus exposed, and the tissue uniting them 
divided, care being taken to avoid injury to any obvious vessels; 
even with the greatest care, however, a considerable amount of 
bleeding occurs but is easily checked by haemostatic forceps and 
ligature. The vagina now remains attached to one horn of the 
uterus and shows a lateral opening from which the other has 
been removed. This opening is sutured and the organ returned 
to the abdomen, while the free cervix is brought out at one end 
of the abdominal wound and sutured in place to the muscles. In 
this way, one uterine horn remains in physiological contact with 
the vagina, while the other is available for providing records of 
movement. Animals operated on in any of the above ways are 
allowed a week or a fortnight for recovery prior to being used 
for experiment. 

The recording method finally adopted, after trial of several 
different forms of apparatus, was a surface tension water mano- 
meter made by Mr. Fraser of the Natural Philosophy Depart- 
ment of the University of Aberdeen. It consists of a glass 
tube of narrow bore containing water. On the surface of 
the water an aluminium plunger is poised by means of a counter- 
weight just heavy enough to maintain the upper end of the 
plunger on the surface of the water, where it is maintained by 
the surface tension of the water. The plunger is hung on the 
end of an aluminium rod carrying a writing point, connected 
to the counter-weight by means of a silk fibre passing over a 
jewelled pulley wheel. Thus any rise of the water in the tube is 
followed by a rise of the plunger, which is drawn up to the sur- 
face of the water by the counter-weight, and any fall in the 
level of the water pulls down the counter-weight, since the weight 
of the counterpoise is insufficient to break the surface film of 
the water. 

In order to transmit the intra-uterine pressure to the mano- 
meter, a small rubber balloon sealed to the end of a No. 3 soft 
rubber catheter is introduced into the uterus and connected with 
the manometer after being emptied of air by suction. A con- 
tinuous water system from the interior of the uterus to the mano- 
meter is thus obtained. The presence of a foreign body in the 
uterus does not seem to disturb the animal, for it sits quietiy 
during an experiment and only tends to struggle if frightened. 
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Precautions. 

Records obtained with the above technique show a more or 
less regular series of undulations corresponding with uterine 
contractions and consequent changes in the intra-uterine pressure. 
Although the reason is not yet clear, it is apparent from examin- 
ing several hundreds of tracings that a uterus which is appar- 
ently contracting rhythmically shows from time to time an in- 
crease in intra-uterine pressure, indicated on the tracing by 
plateau-like elevations. In the anaesthetized animal with its 
uterus exposed at operation, three types of movement can be 
observed. The most obvious is a rhythmic contraction of the 
longitudinal coat, imparting a curling movement to the organ. 
From time to time, there is seen a general diminution in calibre, 
which may be accompanied by pallor. In addition to these 
movements, spasmodic rings of constriction, imparting a corru- 
gated appearance to the uterus also occur. It is not possible at 
present to say which type of movement is reproduced on the 
tracing, but it might be conjectured that the regularly occurring 
contractions, seen so generally, are due to longitudinal shortening 
of the uterus, while the plateau-like elevations are due to the 
superimposed contractions of the circular fibres. 

The spontaneous occurrence of these irregularities in an 
otherwise regular record gives rise to a possible source of error 
in estimating the effect of drugs and, as such increases in tone 
are liable to be induced by handling the animal or frightening 
it in any way, great care must be exercised during the adminis- 
tration of a drug to see that the uterus is contracting regularly 
at the moment of injection. Simple struggling on the part of 
the animal may give rise to an irregularity in the tracing which, 
however, can be easily distinguished from the normal. Another 
point calling for care is to see that a sufficient interval is allowed 
to elapse after the bag is inserted into the uterus and connexion 
made with the recording apparatus, before records are taken, 
as the uterus tends to pass into a state of spasm for the first 
half-hour. This precaution is particularly important when the 
degree of uterine activity is to be measured. 


The Responses of the Uterus to Variations in Pressure. 

In an active uterus, moderate variations in the intra-uterine 
pressure have not much effect on the magnitude of contractions, 
a rise in pressure causing increased frequency of contraction and 
some diminution in magnitude. Low pressures, on the other 
hand, also give rise to small contractions, presumably due to 
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incomplete relaxation between contractions. There is thus an opti- 
mum pressure at which the uterus will give maximal contractions, 
and this has to be found in every experiment, if records are to be 
in any way comparable. Further, if comparisons between the 
oxytocic activity of different drugs are to be made, these should 
be in the same animal and the pressure should be maintained 
constant throughout the experiment. In this connexion, it has 
been observed that by studying the response of the uterus to 
different degrees of pressure, a better estimate as to the activity 
of the organ can be made than if records are taken at constant 
pressure. Thus, for example, in the case of an inactive uterus, 
if the pressure is raised from 20 cm. to 25 cm. of water, there 
will be a slow fall in the tracing to the original base line (Figs. 
6B and 7A). On the other hand, if this fall does not take place, 
it is an indication that the tone of the uterine muscle is greater, 
and one can predict that in a day or two there will be a return 
to a state of activity. This has been an invariable experience. 


The Influence of the Vegetative Nervous System on the Uterus. 

Using the above technique, an attempt has been made to re- 
peat in the intact unanaesthetized animal much of the work 
previously done in the physiology and pharmacology of the 
uterus in the isolated organ or in the anaesthetized animal. The 
following observations present a summary of some of the results 
so far obtained. 

In the past, adrenalin has been much used in determining 
the relation of the vegetative nervous system to the uterus. It 
has been shown by Cushny’, Fardon’, Dale*, and others, that in 
the rabbit adrenalin produces contractions whether the uterus 
is in the pregnant or non-pregnant state. It has been further 
assumed that the sympathetic system supplies both augmentor and 
inhibitor fibres to the uterus, there not being any effective para- 
syinpathetic supply to the organ. This latter conclusion is based 
mainly on the observation of Langley and Anderson’, who failed 
to produce any effect on the uterus by electrical stimulation of 
the sacral roots or of the pelvic nerve. It was found in our ex- 
periments that adrenalin constantly produced a_ well-marked 
contraction of the uterus when given in doses of 0.1 cc. of a 
1/10,000 solution by. the intravenous route; with such doses an 
immediate contraction occurred, followed by a period of tetanus 
with a gradual return to normal within four minutes in the 
average case. This reaction was always more marked in a uterus 
showing marked spontaneous activity than in a uterus showing 
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only feeble activity. When given subcutaneously, even large doses 
of adrenalin failed to produce this effect. In animals which had 
received an injection of ergotoxine, a subsequent injection of 
adrenalin within 15 minutes did not produce any response. 
The inhibitory response to adrenalin described by Dale* was 
found to be inconstant in occurrence. It was further noticed 
that if a small dose of ergotoxine was given before adrenalin 
the adrenalin effect was not removed but was diminished, sug- 
gesting that a large dose of ergotoxine is necessary in order to 
paralyse completely the augmentory fibres (Fig. 1). 

Intravenous injections of 0.1 cc. of pilocarpine solution of 
1/1,000 strength produces an effect exactly similar to that pro- 
duced by adrenalin (Fig. 2). There is nothing in the graphic 
record to suggest that this drug acts on any part of the nervous 
system other than that acted on by adrenalin. It has been 
suggested by Fellner* and by Whitehouse and Featherstone’ that 
the sacral part of the cord supplies inhibitory fibres to the uterus. 
lf the problem was a simple question of antagonism between 
sympathetic and parasympathetic systems, one would expect a 
difference in the response of the uterus to parasympathetic stimu- 
lants, such as pilocarpine and physostigmine. This does not 
occur. The effect of pilocarpine, while unaffected by a previous 
injection of ergotoxine, is completely cancelled by a previous in- 
jection of atropine. The latter has, however, no effect on the 
action of adrenalin (Fig. 3). In. this connexion it is interesting 
to note that a dose of atropine, insufficient to prevent the sali- 
vation that follows on the injection of pilocarpine, is capable 
of preventing the effect of the latter on the uterus. The fact 
that pilocarpine constantly simulates the effect of adrenalin in 
animals, such as the rabbit, guinea-pig, cat and rat (Gunn and 
Gunn,* Dale and Laidlaw,’ Cushny’) has led to the assumption 
that pilocarpine produces its effects partly by stimulating sym- 
pathetic ganglia, and partly by causing the liberation of adrena- 
lin. This is difficult to reconcile with the fact that both drugs 
preduce well-marked effects in minute doses and both have their 
respective and uninterchangeable antagonists in ergotoxine and 
atropine. 

In order to determine if section of the hypogastric nerves pro- 
duced any alteration in the response of the uterus to these drugs, 
the hypogastric nerves of several animals were divided where 
they emerge from the inferior mesenteric ganglion, and two to 
three weeks were allowed for degeneration to take place. The 
reaction of the uterus to sympathetic and parasympathetic stimu- 
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lating drugs was then determined, but no significant change was 
found. Further experiments bearing on the nerve supply of the 
uterus are in progress. 


Muscle Stimulants. 

The action of several alkaloids of cinchona has been investi- 
gated by Hale'’ in in vitro experiments. An attempt was made 
by the fistula method to determine if any difference in oxytocic 
power was detectable, using the same dose of different drugs. 
Quinine, cuprein, cinchonine, cinchonamine, cinchonidine, and 
quinidine were examined in this way. It was found that 
the response of the uterus to these drugs was to some extent vari- 
able. In rabbits weighing between one and two kilograms 
I mg. of quinine hydrochloride produced a transient rise in tone 
of the uterus with a rapid return to normal. Doses of Io mg., 
however, produced a well-marked increase in tonus with in- 
creased frequency of contractions, returning to normal in five 
minutes. The effect on subsequent contractions was inconstant; 
in some cases they were increased in size and duration, in other 
cases they were unaffected. Little difference in the intensity of 
action was found between cinchonamine, quinine and quinidine, 
and these drugs were found to produce a more marked effect than 
cuprein, cinchonine and cinchonidine, which produce effects of 
equal intensity, their minimal effective dose being 5 mg. for 
rabbits weighing 1.5 kg. It was necessary to dissolve the above 
drugs in acid to render them suitable for intravenous injection; 
control injections of equal amounts of acid of equal strength were 
found to be without effect on the uterus. It has already been 
pointed out by Fardon* that the effect of quinine is not can- 
celled by previous medication with atropine and ergotoxine. This 
observation was confirmed. 


The Hormonal Control of the Uterus. 

In the course of the above experiments it was found that the 
activity of a given uterus was remarkably variable from week 
to week (cf. Figs. 2 and 3). That such variability occurs in the 
excised guinea-pig’s uterus has been recognized for some time, 
the uterus of this animal when removed during oestrus being 
unsuitable for the standardizaton of pituitary extracts, owing to 
its tendency at this time to give large spontaneous contractions. 
The phenomenon of variations in uterine activity with different 
stages of the sexual cycle has been investigated by Blair," 
Keye,'* Secking,'* Knaus and Clark,* and others, and it has 
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been shown that a uterus excised from an animal in oestrus 
shows a marked degree of spontaneous activity, in contrast to 
the quiescence shown by the uterus excised during dioestrus. 
It is stated by Marshall,'” Heape,'® and Parkes"’ that the rabbit 
remains in oestrus throughout the breeding season, in the 
absence of copulation, which in this anima: is necessary for ovu- 
lation. One might accordingly expect that the uterus of a non- 
pregnant rabbit during the breeding season would remain active 
instead of showing, as it does, a waxing and waning activity. 
Experiments were undertaken with a view to determining the 
factors responsible for this variation in activity. 

All the animals used in these experiments had been isolated 
for two to three months, and their condition with regard to 
previous pregnancies was known. Throughout the experiment 
they were kept in separate cages and supplied with the usual 
food, consisting of bran and greens. 

Animals showing inactivity of the uterus were selected and 
~ records made from them, precautions being taken to insure that 
a mechanical fallacy was not present in making the records. 
They were then given intravenously from 50 to 100 mouse-units 
of progynon (oestrin). In every case examined in this way, it 
was found that within 24 hours a return to marked uterine 
activity took place (Fig. 4). It was impossible to guarantee in 
this type of experiment that the uterus would not have become 
active even in the absence of injection, but the constancy of 
the response and the fact that animals receiving control injec- 
tions of saline did not show the same effect, strongly suggested 
that oestrin was the factor responsible for the enhanced activity 
of the uterus. It has previously been suggested by the work of 
Brouha and Simonet'* that oestrin has the effect of increasing: 
the contractions of the uterus, and while this work was in pro- 
gress the researches of Reynolds'® came to our notice. The latter, 
working with uterine fistulae prepared by transection of the 
vagina, demonstrated that oestrin had the effect of enhancing 
uterine activity in 6ophorectomized animals. 

To test further the stimulating effect of oestrin on uterine 
motility, several animals in which fistulae had been prepared 
were Oophorectomized, and a week allowed for recovery to take 
place. Records made at the end of this time showed a profound 
alteration in form from any previously obtained. Reynolds 
states that Gophorectomy has the effect of inducing quiescence of 
the uterus, but in our experiments this was not found. We found 
instead infrequent prolongedt contractions occurring with great 
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regularity and of fairly constant amplitude. Further, records 
taken from an 6ophorectomized animal over a period of four 
weeks did not show, unlike those taken from the intact animal, 
any variation in activity but marked stability of form (Fig. 5p). 

Oestrin in doses of 100 mouse-units was injected into animals 
in which stability of contraction had been induced by 6ophorec- 
tomy, and it was found that the uterus became very much more 
active, the record being indistinguishable from that obtained 
from an intact animal with an active uterus (Fig. 5, B and c). 
This effect began to be apparent in four hours, reached its 
maximum in 10 hours, and had begun to decline again in 48 
hours. 

It might be deduced from the above experiments that animals 
showing a marked degree of uterine activity are in a state of 
heat, and that the concentration of oestrin in the blood is greater 
at such times. In this connexion it was found that females show- 
ing marked spontaneous uterine activity, or uterine activity 
induced by oestrin, readily accepted the male, whereas animals 
showing poor activity did not, but behaved truculently on being 
brought into contact with the male. 

It has been reported by Knaus?’ that uteri from animals in 
early pregnancy show very little tendency to spontaneous con- 
traction. This observation was tested by taking records from 
animals before copulation and at varying periods afterwards. It 
was found that a most dramatic change in uterine motility takes 
place after coitus. Within 16 to 30 hours the uterus becomes 
completely quiescent and remains in this state for 16 days, there- 
after showing a gradual return of activity. 

The question next arises as to what factor is responsible for 
the uterine quiescence. There is much evidence to suggest that 
the corpus luteum is involved. Accordingly, an animal showing 
marked uterine activity was covered by the male, the uterine 
activity was recorded 24 hours later and in 48 hours was recorded 
again, and found to be much diminished (Fig. 6, B and c). Both 
ovaries were then removed and the animal allowed two days to 
recover; the uterine activity was recorded at the end of that 
time. The activity was much increased, the form of the tracing 
obtained being characteristic of that given by 6ophorectomized 
animals (Fig. 6p). This experiment was repeated and yielded 
constant results. It is apparent from the foregoing that some 
structure in the ovary is responsible for the maintenance of 
uterine quiescence, and the most likely is the corpus luteum. 
If so, it must become functionally active before it becomes struc- 
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Fic. 1. The ‘reaction of the uterus of the unanaesthetized rabbit in 
response to the intravenous injection of (a) 0001 mgm. adrenalin, (6) 3 
mgm. ergotoxine, (c) 0.001 mgm. adrenalin following ergotoxine, and (d) 
0-002 mgm, adrenalin two minutes afterwards. 


40 


Fic. 2. The reaction of the uterus during an active phase tc the 
venous injection of 0.1 mgm. of pilocarpine. 
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Fic. 3. The record of the uterine movement of the same animal as in Fic. 2, 
during a relatively inactive phase. Showing (a) the abolition of the pilo- 
carpine effect on the uterus, but not on the salivary glands, by the previous 
injection of atropine, and (4) the failure of atropine to prevent the effect of 


adrenalin. 


Fic. 4. |The movements of an inactive uterus—A before, and B twelve 
hours after the injection of 100 mouse-units “progynon” (oestrin). 
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Fig. Se. 
Fig. 5a. Uterine activity prior to ovariectomy. 
Fig. 58. The characteristic, infrequent, prolonged, and regular contraction 
6 days after ovariectomy. No change had occurred 2} hours atter the injection 
of 100 mouse-units of “progynon” (oestrin), but 4 hours afterwards the uterus 
had become more active. 


Fic. 5c. The return to marked activity 20 hours afterwards, 
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Fic. 6. Uterine movement. A, before coitus; B and C, 24 and 48 
hours after coitus, Note in B the gradual fall in intra-uterine pressure when 
it is increased, indicating a diminution of muscular tone. Ovariectomy was 
then performed and D shows the return 48 hours after to the slow movement 
characteristic of the animal without ovaries (Fic. 5p). 
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Fic. 7. The movements of an inactive uterus: A—before, and B—48 
hours after the injection of an acid extract of the anterior lobe of the pituitary 


gland. 
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turally perfect, as the ovaries removed from animals treated as 
above showed corpora lutea merely in the course of develop- 
ment. Corpora lutea were found in the ovaries of all animals 
showing uterine quiescence as a result of coitus. 

The role of the secretion of the anterior lobe of the pituitary 
gland in maintaining the sexual cycle has been much discussed, 
and it is becoming apparent that this secretion is essential for 
the development of the Graafian follicle and its subsequent 
luteinization. It is not, however, as yet known whether these 
processes are intended by nature to be continuous, the one being 
a natural termination of the other, or whether there are two 
separate secretions acting independently. 

Using a commercial acid extract of anterior lobe prepared by 
Armour & Company, an attempt was made to determine if it 
had any effect on uterine movements: 0.75 to I.0 C.C. 
of this extract was injected into animals with intact ovaries. It 
was found that in the case of every animal showing poor uterine 
activity, there was a return within 48 hours to the type of 
activity characteristic of oestrus (Fig. 7), the activity thus in- 
duced lasting for many days. It is significant that, whereas 
oestrin induced activity within ro hours, anterior pituitary ex- 
tract did not induce activity in less than 48 hours. It was further 
discovered that the commercial extract of anterior lobe injected 
into Gophorectomized animals failed to affect in any way the 
activity of the uterus. It is thus apparent that any effect on the 
uterus produced by the anterior lobe must be through the ovaries, 
and it is attractive to suggest that the extract induces ripening of 
the follicles, thus increasing the production of oestrin. Assuming 
that the extract used contained any of the luteinizing principle 
and that luteinization can occur in the rabbit in the absence of 
coitus, it is difficult, however, to see how quiescence of the uterus 
was not produced by this extract. 


I am greatly indebted to Professor D. Campbell for his con- 
stant interest, encouragement, and suggestions. Without his 
help, this work would never have been begun, and certainly 
never have reached its present stage. 
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A case of Granulosa-cell Tumour in both Ovaries with 
Metastases in the Corpus and Cervix Uteri. 


By A. J. M. Hover, M.D., 


Gynaecologist, Groningen, Holland. 


WHEN Mrs. B., of E., aged 49 years, first came to me for treat- 
ment, on February 14th, 1932, she had had menstrual trouble 
for over a year. 

Whereas menstruation had previously been regular every 
four weeks and had lasted four to five days, the cycle had since 
been accelerated, being at first completed in three weeks and 
later in two weeks. During the interval blood was not lost. 

Gradually the intervals became still shorter, and for the last 
few months there had been an almost constant flow. After 
menstruating for several weeks, it sometimes happened that she 
did not lose any blood for a day or two. 

When this stage had been reached the patient consulted her 
family doctor. The latter examined her, and, finding a tumour in 


the pelvis, sent the patient to a local hospital, and requested me 
to undertake her treatment. 


The result of my examination on February 14th, 1932, was 
as follows: 


The patient is a robust, fair-haired woman with a thick panniculus 
adiposus. She has a fairly distinct growth of hair on her chin and upper 
lip. There is not any abnormal growth of hair on the abdomen or thighs. 
The voice is low and rather hoarse. She does not make any clear statement 
whether this has been the case for a long time; her husband says that 
he has not noticed any change in this respect. The patient has had four 
children. She has never had a miscarriage. Her last confinement was 
seven years ago. 

The external examination did not reveal anything remarkable beyond 
a dull percussion-tone to two finger-breadths above the symphysis pubis. 
Deviations from the normal were not found in the heart or the lungs. The 
urine did not contain any albumin and did not reduce Fehling’s solution. 

The internal examination showed the vagina to be easily accessible to 
two fingers. The vaginal walls were smooth and supple, the portio vaginalis 
uteri was sound, and had on the right and on the left a slight laceration; 
the ostium externum gaped somewhat in consequence, and the finger, on 
being inserted through this opening, encountered an apparently irregular 
mass, 
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assume the presence of a degenerate ovum-cell in some follicles. 

At other places, again, the tumour had a much wilder appear- 
ance, very irregularly formed cavities being seen, which were 
penetrated from all sides by shoots from the covering layer of 
cells. An examination of these immediately gave the conviction 
that the tumour was of a malignant character. 

Although it is well known that the microscopic aspect of tumours 
of the ovary does not always agree with the clinical behaviour, this 
tumour demonstrated its malignity, which was rendered still more 
probable by the presence of numerous atypical mitoses, and by 
the metastases in the cervix and in the body of the uterus. In 
the corpus uteri the tumour was to a great extent under and in 
the mucous membrane. Numerous tissue fissures were filled up 
with a tumour mass, which was mostly in massive strands, but 
here and there in the form of follicles or hollow tubes. The nature 
of these fissures was difficult to determine. I am inclined to 
regard them as lymphatic vessels. At several points in the pre- 
parations it was seen that the covering of mucous membrane was 
perforated and that an ulcus carcinomatosum had formed. In 
the preparations of the cervix uteri was seen the filling-up, from 
the periphery inwards, of the irregularly formed cavities by 
epithelial shoots directed towards the centre, exactly as was found 
in the slices from the ovaries. 

In one of the preparations of the portio vaginalis the greater 
part of the portio was seen to have been replaced by tumour tissue. 

At some places, in the preparations, formations were found 
which exactly resembled normal corpora lutea. 

It should be expressly pointed out that haemorrhages were 
not found anywhere in and around these tumours. This is of 
importance with regard to the differential diagnosis of hyper- 
nephroma. 

From the above remarks it is plain that this tumour must be 
regarded as belonging to the group of granulosa-cell tumours. 

These granulosa-cell tumours certainly do not constitute a group 
of similarly constructed tumours, but are rather the meeting-place 
of a number of tumours which may, perhaps, be grouped together 
genetically, but which differ widely in their macroscopic and 
microscopic appearance, as well as in their behaviour. The prin- 
cipal groups have been described by Kahlden' and Brenner,’ 
while we owe to Werdt* the name granulosa-cell tumours. 

It would, perhaps, not come within the scope of this article 
to proceed to a discussion of the various tumours which in the 
course of years have been described as folliculoma, adeno- 
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carcinoma of the follicle, cylindrocellular carcinoma, or granulosa- 
cell tumour, and of the tumours which have been described under 
other names, e.g. as endothelioma, and which certainly belong to 
this group. All who wish to make a study of this point are 
recommended to read the articles by C. Sterberg' and F. 
Kermauner’ whose articles are illustrated with numerous micro- 
photographs. 

Most of the tumours originating from granulosa-cells which 
have as yet been described were found to be clinically benign, 
even when in accordance with the microscopic investigation they 
are to be regarded as carcinoma. The fact that they have been 
in existence for some considerabie time, as well as their cure by 
operative treatment, points to this. At the meeting of the Dutch 
Gynaecological Society a short time ago, Plate’ showed a 
granulosa-cell tumour, in which distinct signs of the growth of 
granulosa-cells were found in a part that had been excised from 
the other and apparently healthy ovary. 

As with so many granulosa-cell tumours, the tumour now des- 
cribed was found in the case of a woman who was not far removed 
from the climacteric. What is remarkable, however, is the dis- 
tinct malignity of the tumour, which is evidenced inter alia by the 
metastasis in the uterus. 

It is a remarkable and well-known fact that primary 
ovarian carcinoma disseminate. Frankl’ even assumes that this 
very frequently occurs, but that the metastases generally remain 
microscopically small, while the primary carcinoma of the uterus 
very seldom disseminates in the ovary. 

Whereas Plate is right in doubting, on the strength of what he 
finds in his tumour, the doctrine of Robert Meyer,* I am of opinion 
that in the case now described the tumour can hardly be derived 
from any other tissue than the granulosa-strands of Walthard. 

The microscopic structure, in entire conformity with the malig- 
nity of the tumour, is less differentiated than that in Plate’s case. 

The strong tendency to luteinizing, which is shown both in the 
tumours of the ovaries and in the metastasis in the uterus, seems 
to me to be of great importance. 

In view of the above it can hardly be assumed that the tumour 
has arisen at one spot of a granulosa-strand, and it seems more 
likely that it is a case of a kind of system disease. For in the case 
of some ovarian tumours the remarkable fact is found that, after 
the removal of the primary tumour, which I consider will be 
after the removal of the two ovaries, the metastases present in 
other parts of the body are seen spontancously to disappear. 
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Whether anything of the kind has been observed with tumours 
of the testicles I am unable to say; it is, however, certain that this 
observation is difficult to make, for the reason that the 
abdominal cavity is not, as a rule, opened for the removal of the 
male sexual organs. 

Otherwise this dependent behaviour of the metastases does not, 
as a matter of fact, occur with human. tumours. 

The hypothesis of a disease of the system is further supported 
by the occurrence of the tumours principally at times when great 
revolutions are taking place in the function of the ovaries; nearly 
all the granulosa-cell tumours described were found in persons at 
the beginning or at the end of sexual maturity. 

In the literature very few and incomplete descriptions are found 
of tumours such as that I have described. 

Grouzdew’ described tumours of both ovaries, which he called 
sarcoma cysticum luteinocellulare, and which were found along 
with a tumour of the uterus. Although multiple peritoneal 
metastases, which on microscopic examination were found to be 
sarcoma of spool-shaped cells, occurred later on, Pfannenstiel’’ 
considers that the ovarian tumours are on the whole to be 
regarded as benign, and sees no reason whatever to assume a 
sarcoma of lutein cells. 

In 1924 Bingel'' described a tumour which exactly resembled 
a corpus luteum, but which could certainly not be called malig- 
nant, in the case of a woman of 47, who in the last Io years had 
gradually become of a pronounced masculine type and suffered 
from polycythaemia and diabetes. He wished to give the tumour 
the name of Luteinzellentumor. This tumour was situated only 
in the right ovary, while the woman also had a myoma of the 
uterus. Three years after the operation the female type had re- 
turned and the polycythaemia had disappeared. 

In the French literature I find only Massabuau’s'* statement : 
“Les é€pitheliomas du corps jaune sont caractérisés par la 
présence de grosses cellules épithéliales dont le protoplasma est 
creusé de cavités renfermant une graisse labile, la lutéine; la 
structure de ces tumeurs rappelle celles des hypernéphromes, et 
l’on peut se demander si des tumeurs ovarieuses considerées 
comme hypernéphromes ne sont pas en réalité des cancers 
lutéiniques.”’ 

The slight extent to which metastases are independent has 
been frequently observed, for which reason I did not wish to 
make the prognosis so unfavourable for my patient as I otherwise 
certainly should have done. It is true that I did not see any 
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Fic. I. 

Uterus and ovaries. The latter are split 
so as to show the lobed structure of the ; eee ras 
tumour, The tumour mass in cervix uteri Fie. II. 
is less easily seen in this photograph than 
in a colour photograph. 


Adenoma of the mucous membrane ot 
the body of the womb. 


Fic. JIL. 


Part of the ovarian tumour, highly 
magnified. The cells resemble cells of 
the corpus luteum, Approximately in the 
centre an atypical mitosis is seen. 
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Part of the tumour in the body of the Fie. V. 
uterus resembling a corpus luteum, A part of Fie. IV, highly magnified. 
surrounded by a thick wall of micro- The cell strains are seen to be arranged 
cellular infiltration. radially. 


Fic. VI. 


Part of the vaginal portion of the neck 
of the uterus. The epithelial covering is 
still present ; the muscular tissue is almost 
entirely filled up by the tumour. 
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Fic. VII. 


art of one of the ovaries Almost all 
the ovarian tissue is replaced by a very 
wild-looking tumour tissue, 


“Formation” of a corpus luteum in 
the muscle of the uterus. 
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Fig. 1X. 


Continued growth of the tumour under and in the 
mucous membrane of the uterus body. 
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metastases on the peritoneum, but I did not deceive myself for a 
moment with the hope that the wide dissemination would be 
confined to the uterus. 

_ Before sending in this communication I have had another 
opportunity of examining the patient, and found that my very 
slight hope of a cure as the result of the operative treatment would 
very probably be in vain. Both on the right and left side of the 
pelvis an extensive infiltration was found to exist from the base 
of the parametrium. The obvious assumption is that this infiltra- 
tion is of a carcinomatous nature. As, moreover, the patient has 
become much thinner in the last few months, I believe that she 
is still suffering from a recurrence of the disease, so that the 
prognosis must be considered to be absolutely infaust. 
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Exstrophy of the Bladder associated with Pregnancy and 
Labour. 


By 
J. BERNARD Dawson, M.D. (Lond.), F.R.C.S. (Eng.), F.C.O.G. 


Professor of Obstetrics and Gynaecology, University of 
Otago, N.Z. 


Ecropia vesicae, itself an uncommon condition, especially in 
women, is but rarely associated with pregnancy for the obvious 
reason that its victims are unlikely to marry. 

Such a case was under my care in December 1932, having 
been sent to hospital by her medical attendant for an opinion 
as to the wisdom of allowing the gestation to continue. 

The patient was a married woman of 27 years of age, of 
Austrian extraction but a native of New Zealand. She had spent 
her life in a remote gold-mining district and was of an inferior 
grade of intelligence. 

When the patient was 19 years of age attempts had been 
made to remedy the defect of her bladder by repeated plastic 
operations which, although foredoomed to fail, had resulted in a 
protective hood-like cover for the exposed vesical mucosa. On 
examination she was found to be a healthy young woman and 
her temperature, pulse and respiratory rates were normal. Her 
abdomen was lax, free from tenderness or rigidity and marked by 
numerous scars of her previous operations. 

The vesical wall was exposed and was protected by a thick 
cutaneous flap widely open at its lower edge so that three fingers 
could easily be passed under it to palpate the vesical mucosa. 
Retraction upwards of the flap allowed full inspection of the 
mucous membrane and the openings of the ureters through which 
urine escaped in the usual intermittent gushes. The symphysis 
pubis was absent and at its usual level the mucosa of the bladder 
was confluent with that of the anterior vaginal wall. The vagina 
was short, the perineum and levatores ani muscles competent so 
that there was no eversion of the vagina. 

The cervix was healthy, two inches from the vaginal orifice 
and did not protrude on straining. The body of the uterus was 
enlarged to a size corresponding to the period of gestation esti- 
mated from her menstrual history, 16 weeks. The conformation 
of the external genitalia was that usually found in such cases, the 
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clitoris being split and the labia separated to expose the introitus 
unduly. 

The immediate problem was to decide for or against con- 
tinuation of the pregnancy. The literature clearly showed that 
vaginal delivery of a living child is usually possible, but that it 
is fraught with grave danger of severe trauma to the mother with 
the subsequent development of aggravated prolapse. Ultimate 
delivery, either vaginal or abdominal, being possible it remained 
to assess the general condition of the patient, and especially her 
renal function as it was thought possible that, in the circum- 
stances, some infection of the urinary track might have occurred. 
Nothing abnormal was detected in the cardiac, respiratory, or 
digestive systems. The results of the investigations of her renal 
functions were as follows: Ureteral catheters were easily passed 
into the ureters and the urine from each collected separately. 


Right kidney Left kidney 


Specific gravity 1005 

Deposit ... ... Many squamous epithelial Amorphous 
cells. Some pear-shaped urates 
epithelial cells. Few pus 
cells. Few red blood cells. 


Bacteriological Examination 
Right Left 
Nil Nil 
Nil Nil 
Urea-Concentration Test 
Resting First hour Second hour Third hour 


Indigo-Carmine Excretion Time 


The total non-protein nitrogen in the blood was 26 mgr. per cent. The 
blood sugar amounted to 0.080 per cent. 


From these results it was clear that the pregnant condition of 
the patient had not adversely affected her health, in fact, she 
stated tnat she felt better than usual and had very few of the 
minor discomforts of early gestation. 

After an X-ray photograph had been taken of her pelvis the 
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patient was allowed to return home. Her medical attendant was 
advised that there was no reason for terminating the pregnancy, 
but that it would be wiser to deliver her by Caesarean section. 
This latter advice was offered because of the serious risk of aggra- 
vating her unfortunate condition by the prolapse which would 
probably follow vaginal delivery. 

For her confinement the patient elected to enter the hospital 
at Gore, her nearest town, and I am indebted to Drs. J. M. 
Watters and J. E. Rogers for permission to use the following 
information which they kindly provided. The patient was ad- 
mitted to the hospital at 12.15 a.m. on May 9, 1933, after having 
experienced infrequent labour pains for two days. Twelve hours 
later, when uterine contractions were well established, classical 
Caesarean section was performed by Dr. Watters assisted by 
Dr. Rogers. The child was a girl, well nourished, weighing 5 
pounds 6 ounces, in a state of livid asphyxia which quickly and 
permanently responded to treatment. The mother made an ex- 
cellent recovery, being discharged well on the nineteenth day. 
The child was breast fed and gained 16} ounces prior to leaving 
hospital. At her own request the patient was sterilized by 
bilateral partial salpingectomy during the course of the abdominal 
delivery. 

THE PELVIs. 

In his comments upon the pelves of these cases Williams’ 
states: ‘‘There is descent of the promontory of the sacrum and 
absence of union of the symphysis; there is marked transverse 
widening of the posterior portion of the pelvis, while the anterior 
portions are more or less parallel. External pelvimetry in such 
cases shows a marked flaring of the anterior superior spines of 
the ilium.’’ 

Jellett® states: ‘‘The sacrum is longer than normal, is narrow 
and is displaced forwards into the pelvis, lying deeply between 
the iliac bones, to which it is attached in some cases by an osseous 
union. The conjugate diameter is diminished in length, and 
the transverse diameter, though often actually diminished, is 
relatively increased by the outward displacement of the inno- 
minate bones. The anterior-superior spines flare outwards and 
are directed forwards, while the anterior parts of the pelvic bones 
may be almost parallel.’’ 

These findings were not confirmed by a study of the pelvis 
of the case under consideration, the measurements of which are: 

By External Pelvimetry: Inter-spinous, 9} inches; inter. 
cristal, 10} inches; conjugates of no value. 
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By Radiography: Pubic gap, 3? inches; transverse diameter 
of the brim, 4? inches (normal 5 inches); transverse diameter of 
the outlet, 3} inches (normal 4 inches). 

It will be seen that there is not any splaying of the iliac bones 
or increase in the transverse diameters which, indeed, are 
slightly less than normal. The antero-posterior curvature of the 
sacrum is slightly diminished, but there is not any descent of 
it between the ossa innominata. There is apparently some con- 
fusion between the pelves of these cases and the split pelvis, but 
with ectopia vesicae the pubic bones are not separated but absent; 
they are missing as a component part of the ventral surface of 
the foetus that has failed in development. Apart from this con. 
genital defect of the pubes, the pelvis is normal in shape and 
within the limits of normal variation in measurements. 


PARTURITION. 

Williams regards the pelvis as being enlarged, but suggests 
that dystocia may arise from the absence of a resistant anterior 
wall to the parturient canal. Jellett, however, states that labour 
in these circumstances may be expected to be easy because of 
this lack of resistance. 


Of the 20 cases included in this report, four were delivered by 


Caesarean section, the mode of delivery of two is unknown, and 
of the other 14 only three had easy or fairly easy labours. Those 
women who delivered their children by the vaginal route subse- 
quently suffered from severe prolapse of the uterus. In all proba- 
bility the reason for the difficulty in labour and for the prolapse 
is the grave imperfection of the pelvic floor. The absence of the 
pubes leaves a wide unsupported anterior gap; the pubocervical 
band of pelvic fascia, which plays so important a part in main- 
taining the uterus at its proper level and which also opposes the 
downward thrust of the uterine contractions during labour, is 
absent or rudimentary. This is confirmed by a statement made 
in the report of a case by Miller and King* which reads: ‘‘Inter- 
ference (forceps delivery) was necessary because the force of the 
labour pains was expended in producing a bulging downwards 
of the soft parts, with no real progress of the child.’’ 


AETIOLOGY. 

The cause of this unusual deformity has not been determined 
with certainty. It is believed that at a very early stage of the 
development of the human embryo the cloaca extends to the 
umbilicus and that the cloaca is differentiated into its component 
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anal canal, vagina, urethra and bladder by ingrowths of the 
mesodermic cell mass over the ventral surface of the embryo. If 
this does not occur the primitive cloacal condition persists as 
ectopia vesicae. 

It should, however, be remembered that such a happening 
may not be merely an arrest of development but rather an ab- 
normal development due, possibly, to some defect in the ovum or 
spermatozoon so that the condition of exstrophy does not neces- 
sarily accurately represent a stage of normal embryonic growth. 


PREVIOUSLY REPORTED CASES. 
In 1918, Miller and King’ collected from the literature 13 cases, 
adding one of their own. Since this date the following reports 
have appeared: Mayo,* a twin pregnancy after transplantation 
_ of the ureters. Green Armytage,’ a single pregnancy after trans- 
plantation of the ureters. Sage,° a case in a woman who had 
not had any previous operation. Knauf,’ a pregnancy occurring 
after transplantation of the ureters. Eberbach and Pierce,* a 
similar case. To these Ig must be added the case now related. 

Of the 20, 14 had not undergone any previous operation for 
the exstrophy; two had had plastic operations which had failed 
to cure, but afforded some protection to the exposed mucosa; 
four had had a ureteral transplantation performed prior to 
pregnancy. 

Of the mothers, all survived after normal puerperia in spite of 
the difficulty of establishing or maintaining asepsis during labour. 
One had four children, two had two children, one had a primi- 
parous twin delivery, 16 were primiparae with single gestation. 


HISTORICAL NOTE. 

The first recorded case of ectopia vesicae and pregnancy was 
that of Bonnet in 1722. It is the good fortune of the University 
of Otago to possess the library assembled by the three Monros, 
who occupied for so long the Chair of Anatomy in the University 
of Edinburgh. 

This collection of books made during the remarkable Monro 
dynasty was brought to New Zealand by a son of Monro Tertius 
and was presented to the University by a descendant. It is of 
great value, containing first editions in their original bindings 
of the works of many well-known anatomists and surgeons. It 
includes a number of personal manuscript note-books of the 
Monros in one of which is a note on Bonnet’s case. This 
note-book, dated 1717, was apparently started by Monro Primus 
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Fig. 1. Skiagram of pelvis in the case of ectopia vesicae. The pubie 
bone is absent, not split. The sacrum is normal in size and position but 
slightly Hattened antero-posteriorly. The transverse measurements are within 
the limits of normality. 
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Fic. 2. Page 191 of the personal notebook of Alexander Monro recording Bonnet’s case of 
cctopia vesicae and pregnancy. 
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at the time that he went to Leyden to study with Boerhaave. He 
would, at that time, be 20 years of age, being born in 1697. The 
book was used after his return to Scotland and during his occu- 
pation of the Chair of Anatomy. It was his practice to make 
notes of anything unusual that he saw or read in the literature. 

On page 191 of this book he records the case reported by 
Bonnet in ‘‘The Philosophical Transactions of The Royal 
Society.’’ This annotation reads: 

“Phil. Trans. No. 379, September-October 1723: ‘A woman 
with a preternatural conformation of the genital parts, for at the 
ordinary place of the navel was a red fungous painfull excre- 
scence at the sides of which were several small passages by which 
the urine constantly drilled out, about two or three inches below 
this a transverse orifice appeared by which the menstrua was 
voided, and at the same distance below that a perpendicular 
orifice appeared, which appeared to have a communication with 
the anus by some part of the faeces coming this way. The anus 
was more anterior than it is ordinarily. This woman, being im- 
pregnated by the orifice at which the menstrua were evacuated, 
and having come to her full time seemed to be in a desperate 
condition without any probability of bearing her child, till a 
surgeon cut through all betwixt the transverse and perpendicular 
orifices and then delivered her of a healthy child. Since which 


the mother is constantly subject to a Procidentia Uteri, the vagina 
being now so large, and the Ossa Pubis entirely wanting. When 
the uterus is reduced after having been some hours out the urine 


is pressed out in considerable stream and quantity at the orifices 
near the fungous excrescence.’ ”’ 
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Full-time Ectopic Gestation : Report of Two Cases. 


By W. C. SPAckMAN, M.B., B.S. (Lond.), F.R.C.S.E., M.C.0.G. 
Lieut.-Col. I.M.S. 


Professor of Midwifery and Gynaecology, Grant Medical 
College, Bombay. 


THE following two cases of extra-uterine gestation, continuing up 
to, or beyond term, recently observed and operated upon by 
the writer, are published firstly in view of the infrequency of 
such cases, and secondly because they exhibit certain interesting 
points of difference in pathology, treatment and outcome. 


Case I. 

S.P., Hindoo woman, aged 28, pregnant for the fourth time. Admitted to 
the Sassoon Hospital, Poona, on April 13, 1931, with the history of being 
at term and having been in labour for three days. Previous pregnancies and 
labours normal. 

Examination. The height of the uterus appeared to correspond to that 
of a full-time pregnancy. There was a transverve depression across this 
tumour, four fingers’ breadth above the symphysis pubis, suggesting a dis- 
tended bladder in front of a gravid uterus. Withdrawal of the small 
quantity of urine found in the bladder did not effect any change in the size 
or shape of the abdomen. 

Palpation. The foetal head could be felt below the liver, one elbow felt 
anteriorly, the lower portions of the foetus not clearly felt. 

Auscultation. Foetal heart distinctly heard. Per vaginam. The os 
admits one finger. Neither membranes nor presenting part can be felt, but a 
tumour exactly like a three and a half months’ enlarged uterus is connected 
with the cervix and lies anterior to the foetal parts as felt indistinctly through 
the posterior fornix. Per rectum. The presenting part is indistinct and 
bulky. 

Diagnosis. Full-time ectopic gestation, or possibly rupture of the uterus, 
with the foetus escaped into the peritoneal cavity. That the foetus had so 
escaped was regarded as very unlikely, because the foetal heart could be 
heard. 

Operation. Laparotomy. On opening the abdomen, it was verified that 
the uterus, enlarged to the size of a three and a half months’ pregnancy, 
was lying anterior to the lower part of an extra-uterine gestation sac. This 
sac was formed by the ampullary portion of the right Fallopian tube, which 
was curved up and behind the uterus and enormously dilated. The foetus 
was covered in its lower part also by the placenta. The gestation sac was 
opened, and the child delivered. The head was lying against the liver, and 
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the surface of the face which came in contact with the liver was flattened. 
A condition of bilateral pes calcaneus was the only other abnormality in an 
otherwise well-formed child weighing six pounds. The heart continued to 
beat feebly for 20 minutes after delivery, but, in spite of every effort, 
respiration was not established. 

The placenta was found to be widely adherent to the under surface of 
the sigmoid flexure of the colon, and to the back of the uterus and posterior 
peritoneum. The right Fallopian tube and about half the placenta were 
removed. It was impossible to remove the remainder. Bleeding points were 
tied off, and the abdomen closed without drainage. The patient remained in 
hospital for 13 days, having slight fever. On the thirteenth day her husband 
took her away against our advice, although her condition was not unsatis- 
factory. The uterus had involuted considerably. She was not traced for 
subsequent re-examination. 


Case II. 

G. R., Hindoo woman, aged 25. Admitted to Motlibai Hospital, Bombay, 
on June I, 1933, pregnant for the third time. Two previous children living, 
aged eight and two. The labours and puerperia had been normal. 

History. The patient was stated to be 11 months pregnant. Foetal 
movements had not been felt for the last two months. The last menstrual 
period was in the last week of June 1932. 

History during pregnancy. A month after her last menstrual period, the 
patient had a severe attack of abdominal pain and there was slight vaginal 
bleeding. The pain continued for three months, and she was bedridden. The 
abdomen continued to enlarge, but more on the left side than on the right. 
She felt foetal movements up to March 1933, when she had slight pain and 
passed a fleshy mass with some blood. Since then the abdominal discomfort 
and distention were partially relieved. She had had severe vomiting during 
both her previous pregnancies, but no vomiting on the present occasion. 

Examination-—Breasts. Secretion present, but no secondary areola. 

Inspection. There is a conspicuous enlargement of the abdomen from the 
symphysis pubis to three inches above the umbilicus, where it sharply recedes 
into the epigastrium. 

Palpation. The tumour is tense and its upper limits are well defined. 
It presents indefinite irregularities and differences in consistence. Foetal 
parts cannot be felt, nor foetal movements. Foetal heart-beats and uterine 
souffle cannot be heard. Per vaginam the cervix is hard, normal in size, and 
displaced to the right by a tense semi-solid semi-cystic swelling occupying nearly 
the whole of the abdomen. The swelling is hard in places, with a definite 
feeling of a semi-solid body high up at the brim of the pelvis. The body of 
the uterus is clearly felt continuous with the cervix in the right anterior 
quandrant. It does not feel enlarged. There is not any blue discoloration ot 
the cervix or vagina, or discharge of blood from the cervix. 

Operation. On opening the abdomen, the posterior parietal layer of the 
peritoneum was found reflected up over a large tumour. The omentum was 
adherent over its surface, and when gently removed, revealed that the 
descending colon was incorporated in the wall of the tumour. On separating 
dense peritoneal adhesions towards the hypogastrium, the uterus was found in 
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the position expected, on the right side anteriorly and lying parallel to the 
inguinal ligament. The left broad ligament was greatly expanded to form the 
anterior wall of the tumour, which was still ill-defined onaccount of many peri- 
toneal and omental adhesions. The peritoneum of the left broad ligament over 
the tumour was incised, and separation of the tumour down into the pelvic 
cellular tissues readily effected. On separation being attempted above the 
uterus, the wall of the tumour gave way and a moderate quantity of muddy- 
looking fluid escaped, revealing a fully formed foetus, which was extracted 
without much difficulty. The foetal head occupied the right iliac fossa behind 
the uterus. The placenta, peritoneum and omentum were much thickened 
and fibrosed, and the whole of the colon, except the ascending colon, covered 
the anterior part of the gestation sac, which accounts for the impossibility of 
definitely palpating the foetus. 

The placenta was brownish in colour and had undergone degeneration. 
The sac anteriorly was degenerated and non-vascular, but the blood-supply of 
the colon was intact and incorporated intimately with a large portion of the 
wall of the gestation sac. The liquor amnii was scanty, and largely com- 
posed of meconium, vernix caseosa, and desquamated epithelium. The liquor 
amnii was mopped out. The placenta, and as much as possible of the sac, 
were removed and the remainder was closed by a vertical line of interrupted 
stitches. The question of draining the sac through the posterior fornix was 
considered, but not carried out. On later thoughts, it would have been 
better had this been done. The foetus (female), which was dead, although 
its soft parts were somewhat flattened, was otherwise normal except a con- 
dition of bi-lateral pes calcaneus. It weighed five and a quarter pounds and 
represented a full-time development. The placenta weighed 14 ounces and 


appeared to have been originally of considerably larger size. 
Progress. The patient developed peritonitis and died on the fifth day 
after delivery. 


COMMENTS. 

1. The proportion of extra-uterine pregnancies going to term 
is given by Mall at about one per cent. The condition represented 
by Case No. 2, in which the gestation sac was wholly extra- 
peritoneal, is considered more likely to go to term than when 
the pregnancy remains in the Fallopian tube. 

2. On consideration, it seems that it would have been wiser 
to have drained the peritoneal cavity in Case 2 into the vagina 
through the pouch of Douglas, after making a minimal removal of 
the excess wall and the placenta. The remainder of the wall in 
such cases can be closed anteriorly, as was in fact done, and the 
exudate from its walls would have drained away through the 
colpotomy opening, and so saved the peritoneum from the irritat- 
ing effusion. The presence of the transverse colon and sigmoid 
colon in the wall of the sac probably resulted in infection of the 
undrained exudate. 

3. If a diagnosis has been made before false labour sets in, it 
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is perhaps safer to operate at term. The life of the child may 
thereby be saved, and, although the child may be deformed, 
such is not always the case, nor are the deformities necessarily 
severe. The placenta should be left partially, or even wholly, 
behind and drainage is not required so long as the tissues are 
not necrotic. From the analogy of other effusions, fresh liquor 
amnii, even admixed with meconium and vernix, may not be a 
danger in the peritoneal cavity if all excess is mopped up prior to 
closing. But drainage through a colpotomy is a safe procedure 
well sanctioned by experience and rendered extremely effective 
by gravity. 


4. Marsupialization is quite unnecessary, increases rather than 
diminishes the risk to the patient, and leads to extremely pro- 
longed healing. The danger of a faecal fistula, if a drain or pack 
is kept in, is obvious. It is of interest to note that in Case I, in 
which the child was living, the uterus was considerably enlarged, 
whereas in Case 2, in which the child had been dead at least 
two months, the uterus was not larger than a non-pregnant uterus. 


Menopausal Menorrhagia and its Treatment by Radium. 
By A. Brorpo, M.R.C.S., L.R.C.P., M.C.0.G. 
Late Acting Master of the Rotunda Hospital, Dublin. 


In 1921 Heyman' of Stockhoim, for the first time published in 
Sweden the results of treatment of climacteric haemorrhage in 
a series of 52 cases. Since then, the treatment has become widely 
adopted in Europe and America with very encouraging results. 

Menopausal menorrhagia of the simple type, as opposed to that 
caused by malignant disease of the uterus or adnexia, has been 
variously classified under such different terminology as fibrosis 
uteri, chronic metritis, chronic subinvolution, endometrial hyper- 
plasia, and metropathia haemorrhagica; it is only this last- 
named description which definitely implies that the condition of 
the uterus, and its lining mucosa, is secondary to a hyper-activity 
of the ovaries. But whatever the underlying pathology may be, 
the treatment in the past has been that of curettage, with or 
without the application of a styptic to the denuded uterine muscle, 
or the patient has been submitted to a subtotal, or total hysterec- 
tomy with removal of the appendages according to the condition 
of the cervix. Some fair proportion of cases must have been much 
improved or cured by curetting or it would not have been per- 
sisted in; hysterectomy could obviously not fail to produce the 
desired result. Dougal’? mentions the curetting as a method to 
be tried and followed by subsequent medicinal treatment with 
calcium lactate, ergot, or hydrastis, but states that such drugs 
are uncertain in their action. He further advises that should 
curetting fail, radium or hysterectomy must be resorted to as 
“it has to be admitted that curetting is much less successful as 
a therapeutic measure about the time of the menopause than in 
earlier life.’’ The obvious objection, therefore, to relying on 
curettage is that it is so very uncertain to produce the desired 
result. 

So far as hysterectomy is concerned, the objections are 
numerous. In the first place, there must of necessity be a certain 
operative risk even in the hands of the most competent surgeon, 
and it is generally conceded that the operative mortality is in the 
neighbourhood of 2.5 per cent. Further, it must be remembered 
that women of 40 years or over, who have probably borne many 
children and who have long suffered from excessive periods, and 
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so became anaemic and debilitated, are not the best type of 
patient for an abdominal operation; only too often, such patients 
belong to the working classes and do not come for treatment until 
they are forced to do so by inability to carry on their normal 
occupation. Moreover, after a severe operation like hysterectomy, 
such women are not fit for some months to resume their domestic 
work. In these cases, particularly, is radio-therapy the treatment 
par excellence, as can be seen from an analysis of the following 
published figures : 

Heyman’ mentions 52 patients, of whom seven subsequently 
required other treatment owing to mistakes in diagnosis. Of the 
remaining 45, 41 were cured, i.e. 91.1 per cent; three patients 
much improved, i.e. 6.7 per cent, and there was one failure, i.e. 
2.2 per cent. This case required hysterectomy. 

Stacey and Mussey’* give results of 244 patients treated; only 
three required subsequent hysterectomy, i.e. 1.23 per cent, 
whereas go per cent were completely cured and the rest much 
improved. These authors state that their results would have 
been still better had larger doses of radium been employed when 
they first started to use the treatment; for a large number of 
cases they had used the rather small dose of 250-800 milligram- 
hours. 

Neill’ reviews 176 patients who had an exposure of 1,000 to 
1,200 milligram-hours; of these 144 were followed up with the 
following results:~ Eighty-five immediate complete cures; 54 
had from one to four periods, one of these patients subsequently 
required hysterectomy; two required further irradiation and 
three are not accounted for, i.e. Neill reports 140 patients cured, 
i.e. 97.2 per cent; one hysterectomy. i.e. 0.7 per cent, and three 
cases not accounted for. 

Florin,’ without quoting the number of cases, reaches a final 
cure result of 95 per cent, with complete failures extremely rare. 
This author particularly stresses the fact that the insertion of 
radium in the uterus is without danger, if it is properly performed. 

Cleland,* using 1,200 to 1,500 milligram-hours except in a 
few cases in which he used 1,7¢0 to 1,900 milligram-hours, states 
that ‘‘one application of radium was 100 per cent successful in 
83 patients over 38 years of age, nearly all of whom had had 
several children and were suffering from marked menorrhagia.”’ 
He draws attention to the remarkable improvement almost imme- 
diately experienced by those of his patients who had suffered in 
addition from leucorrhoea. 

In the series of 30 cases presented herewith, the Heyman 

1225 


rs 
> 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


technique was followed. In every case, except in one in which 
there was the complication of chronic bronchitis, open ether was 
given, in order to enable a more accurate pelvic examination to 
be made and in order to perform dilatation and curettage for 
diagnostic purposes. In every case, no gross pelvic lesion, such 
as a fibroid or polypus was discoverable. In most of the cases 
the endometrium was found to be abundant or excessive; in some 
it was scanty, while in others, macroscopically, it was of average 
quantity and appearance. At any rate there appears to be no 
difference in the reaction of the patient subsequently. A résumé 
of the results obtained is as follows: Two of the patients were 
respectively I0 and 20 years past the menopause, and _ will 
be referred to later. Of the remaining 28 patients, 25 report 
immediate, complete, cessation of periods; one patient had one 
period lasting two days; one patient, 10 months after treatment 
reports regular periods, which are much reduced in quantity; 
and in one case the patient had three very much reduced irregular 
losses followed by one rather profuse period. This last patient 
received a much smaller dose than was usually given, viz. 1,008 
milligram-hours, and is still under observation. 

Of the 30 patients treated, no less than 21 complained of 
leucorrhoea. Of these, 17 report a complete cure, two report 
very great alleviation, and two state that the discharge is un- 
altered in degree—a most satisfactory series of results. The only 
symptom complained of by two women was a foul blood-stained 
discharge of many years’ duration, and treatment was originally 
undertaken on the preliminary -diagnosis of carcinoma of the 
cervix. Sections taken, however, showed the condition in each 
to be that of a non-malignant endocervicitis. It is very satis- 
factory to note in my series of cases the gratitude of patients who 
had previously been severely debilitated and incapacitated for 
work and who are now able to carry on their domestic and other 
employments under the best possible physical conditions. 

In the whole series of my cases there were no untoward or 
alarming symptoms immediately after treatment; with one ex- 
ception, the patients returned home one day after the removal 
of the radium the exception was the patient in whom a spinal 
anaesihetic had been administered owing to chronic bronchitis; 
she suffered trom severe headache for some days afterwards and 
was kept in hospital a longer time on this account. The only 
complication the patients had was sickness, which was attributed 
to the anaesthetic. On returning home, some of the patients 
complained of a thin watery discharge lasting for variable 
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periods, the longest being six weeks, but in every case, except 
the two in which the pre-existing leucorrhoea has continued, this 
cleared up sooner or later. 

The cases under consideration were seen in the course of the 
follow-up, at intervals varying from over two years to nine 
months after treatment. Pelvic examination revealed in every 
case a small atrophic cervix and uterus; those patients who had 
previously exhibited lacerated and even adenomatous cervices 
now show these lesions completely healed over and clean. In no 
patient was anything abnormal detected in the fornices. One 
patient presented a typical history of climacteric menorrhagia. 
She was treated in the usual way with 2,016 milligram-hours. 
Ten months after treatment, her doctor reports that the uterine 
haemorrhage had ceased entirely since her treatment, whereas 
previously she had lost profusely for seven days in each 21. For 
the last three months this patient was confined to bed suffering 
from a marked degree of spleno-medullary leukaemia. Her ex- 
cessive uterine bleedings may have been due to this condition 
of the blood, yet, after the application of the radium these losses 
ceased. 

The advantages of treating these patients by radium instead 
of by hysterectomy are very obvious but yet cannot be too 
strongly stressed. Briefly, they may be summarized as follows : 


1. The initial safety of the procedure as opposed to the un- 
doubted operative risks attached to hysterectomy in exsanguinated 
debilitated patients is shown by the fact that not one of the 
observers quoted reports a single fatality. 


2. The expense, both to private patients and to those of the 
hospital class, varies directly according to their stay in hospital. 
Whereas patients treated by radium require to remain at most 
four to five days in hospital, from the time of admission to the 
time of discharge, those who have undergone the more serious 
method of treatment require to stay about three weeks or longer. 


3. The convalescence is very much shorter, women being 
able to return to their domestic and other duties at a much 
earlier date than would be the case if hysterectomy had been the 
treatment adopted. 


4. The fact that the recovery of their general health is so 
rapid makes the burden on their relatives and friends a far lighter 
one. 


5. The absence of the adverse sequelae of hysterectomy such 
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as the incidence of ventral hernia is another advantage. Occa- 
sionally dyspareunia is complained of after total hysterectomy, 
owing to pain in the vaginal scar or to shortening of the vagina. 
This symptom is absent in irradiated patients. 

With the exception of Cleland,* authorities state that radium 
therapy is definitely contra-indicated in cases of chronic cervical 
infection and of any suspicion of pelvic infection. I am unable to 
comment on the latter owing to the fact that in none of my 
patients was such lesion present. I would, however, point to 
the remarkably favourable results obtained by the use of radium 
in those cases suffering from leucorrhoea, caused by an old- 
standing laceration of the cervix and endocervical infection. This 
feature has been commented on before. In fact, so satisfactory 
have been these results that one would suggest radium therapy 
as a definite method of treating cases of leucorrhoea and endo- 
cervicitis when the more usual procedures such as painting with 
mercurochrome or flavine, treatment by diathermy, or the cau- 
tery, or amputation of the infected cervix have failed. 

I have not been able to obtain any direct information as to 
how the radium produces its results in my cases because none of 
those successfully treated have had since to be submitted to lapa- 
rotomy. Watkins,’ of St. Luke’s Hospital, Chicago, from an ex- 
amination of several ovaries and uteri after intra-uterine radium 
treatment, states that the action is two-fold; firstly, there is a 
destruction of the Graafian follicles and the hormonic influence on 
the endometrium thus removed; and secondly, radium produces 
definite changes in the endometrium and blood-vessels of the 
uterus — there is a diminution of epithelial tissues, not a complete 
destruction, and marked increase in connective tissue. Watkin 
particularly notes the great decrease in the size of the uterus, 
which agrees with the clinical findings in the present series of cases 
at the follow-up examination. 

The dosage of radium employed in this series varied from 
1,000 milligram-hours to 2,772 milligram-hours. Five patients 
received 1,000 to 1,380 milligram-hours, and in one of these the 
result was not satisfactory and she is now in need of a second 
application. The others received a dosage of 1,610 to 2,500 
milligram-hours, and one patient 2,772 milligram-hours. It is sug- 
gested that a treatment in the neighbourhood of 2,000 milligram- 
hours would produce optimum results; this is now the dosage 
aimed at in the institutions in which my series of cases were 
treated, i.e. 42 milligrams of radium clement are applied for 48 
hours, producing y dosage of 2,016 milligram-hours. 
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In view of the results obtained, I would suggest the following 
as a useful and practical routine in treating cases of excessive 
haemorrhage at the menopause: 

I. General examination to exclude such conditions as are 
known to be accompanied by excessive loss at the period, e.g. 
hyperthyroidism. The menorrhagia may also be due to the 
‘“‘safety valve’’ action in cases of hyperpiesia and other cardio- 
renal aberration. 

2. Routine blood examination in order to exclude such con- 
ditions as leucaemia. 

3. Pelvic examination to exclude the presence of some gross 
pathological lesion, such as fibroids or polypi. 

4. Examination under anaesthetic with curettage to exclude 
malignancy. As a rule, macroscopic examination of the curet- 
tings is sufficient, as carcinoma of the body of the uterus is 
extremely rare before there has been an established menopause. 
The radium can be conveniently applied at this stage. 

5. If the first treatment has been unsuccessful, a further 
course can be given at a subsequent date. In some cases, this 
will be necessary, and even a third treatment may be required as 
indicated by Heyman’ and by Stacey and Mussey,’ especially in 
cases in which other conditions are present which would make 
hysterectomy more than usually hazardous, as for example, in 
the presence of nephritis or chronic bronchitis. 

6. Should the very exceptional case arise when three courses 
of radium treatment have failed to produce the desired result, 
hysterectomy must be resorted to. 

X-ray therapy. The use of deep X-ray therapy for the pro- 
duction of the menopause has been used with varied success. 
X-ray therapists are unable thoroughly to regulate the dose 
applied to each ovary, when the ovaries are not situated in their 
usual position, such as when they are prolapsed, and it is difficult 
to be sure that they have received an adequate sterilizing dose. 
With the introduction of radium into the uterus, however, one 
can be quite sure that the ovaries are exposed to adequate irra- 
diation. Should, however, radium not be available and hysterec- 
tomy obected to, the use of deep X-ray therapy must be 
considered. 

Many operators have been accustomed to perform the opera- 
tion of vaginal hysterectomy in patients in whom menopausal 
haemorrhage has been complicated by vaginal prolapse, at the 
same time, repairing the deficient pelvic floor. Nevertheless those 
operators who have performed the less severe Fothergill or 
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Donald operation for repairing the pelvic floor, followed by 
irradiation, are quite satisfied with the results. 

The very limited field for the operation of hysterectomy in 
cases of climacteric haemorrhage is shown by the fact that in 
the 506 cases quoted in the course of this article, only five, i.e. 
less than one per cent, required this radical procedure—always 
remembering that the treatment is advocated when bleeding is 
the only symptom, and when some gross pathological lesion to 
the only symptom, and when no gross pathological lesion to 
account for the haemorrhage is present. 


I wish to express my thanks to Professor A. Leyland Robin- 
son, Mr. A. A. Gemmell, and Mr. P. Malpas, all of the Liverpool 
and Samaritan Hospital for Women, and Mr. J. St. George 
Wilson, of the Royal Infirmary, Liverpool, who so kindly 
allowed me to investigate their cases in the course of this follow- 
up, and for their assistance and advice always so freely given. 
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DR. FAIRBAIRN’S GENERAL REPORT ON THE FINAL 
EXAMINATIONS IN MIDWIFERY. 


Dr. FAIRBAIRN completed his onerous duties as Inspector in Midwifery 
during 1931, having reported to the General Medical Council on 25 examina- 
tions of the 23 licensing bodies in the United Kingdom and Irish Free 
State. 

In his General Report, submitted to the Council in March 1932 and now 
published,* he sums up his experiences in the different examinations and 
Giscusses the means whereby the training for and conduct of the Final 
Examination in Midwifery may be still further improved. 

The Report is therefore a document of first-rate importance, worthy of 
close study by every teacher and examiner in Midwifery. 

Dr. Fairbairn begins by congratulating the Council on the highly 
successful issue of the previous inspection as shown by the inclusion of a 
clinical examination in midwifery by all licensing bodies, and he reminds 
us that Sir William Smyly, the inspector on that occasion, made the 
inclusion of a clinical test his principal recommendation. 

We are convinced that the results of the present inspection will be 
equally happy if Dr. Fairbairn’s observations and suggestions are taken to 
heart and acted upon by all concerned. 

The Report begins with a review of the examination as a whole, in 
which are discussed such subjects as the scope of the examination, com- 
pensation, number of examiners and distribution of marks. 

Dr. Fairbairn appears to favour the system of allowing the three main 
subjects of the Final Examination to be passed separately, as with the 
rapid growth of medical knowledge he cannot see how they can be taken 
together without the standard of each being lowered. He insists, however, 
that the full course of training for a medical qualification should be com- 
pleted before admission to any one subject and (as already recommended by 
the Council) the three portions of the Final Examination passed within 19 
months. 

Compensaticn in respect of marks between Medicine, Surgery and Mid- 
wifery is contrary to the intention of the Medical Act of 1882, but the 
Inspector found that it was practised to the extent of reviewing 
the marks of border-line candidates who would otherwise fail in the whole 
Final Examination. 

Compensation between different parts of the same subject, however, is 
in a different category, and in his opinion is not only fairer to the candidate 
particularly—he has to pass through the hands of several pairs of 


* Addenda to Minutes of the General Medical Council for 1032. 
Reports of the Inspection of Qualifying Examiners, 1930-1930. Price 10! - 
net. 
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cxaminers—but adds to the efficiency of the examination. ‘‘Examining in 
medicine,’ he says, ‘‘ is not an exact science permitting of the dividing 
line between failures and passes being drawn to a percentage with absolute 
accuracy’’, and the same thought appears to have been in the mind of the 
Council when they issued their Recommendation empowering Examiners to 
take into account the duly attested records of work done by the candidates 
during their course of study. 

This power was only exercised in the case of two Universities and it 
amounted to little more than a cursory glance at the records of the maternity 
cases attended by the candidates. 

Dr. Fairbairn is strongly of opinion that two examiners should partici- 
pate in every part of the examinations, as joint adjudication levels out 
inequalities and also enables young examiners to learn from those who have 
had more experience. 

The three sub-divisions of the examination, Written, Oral, and Clinical, 
are next considered in detail, and although all are subjected to a certain 
amount of criticism, 1t is with the Written that Dr. Fairbairn is least 
satisfied. 

He thinks that all examiners concerned in the setting of a paper should 
be jointly and severally responsible for every question in it, also that the 
whole of each candidate’s script should be read by two examiners. 

His main complaint, however, is with the type of question asked, and 
he is of opinion that the failure of examiners to select and frame suitable 
questions is regarded, and designing the questions as tests of the application 
now held. 

A radical change is needed in the direction of widening the range 
oi the paper, varying the aspect from which the subject matter of the 
question is regarded and designing the questions as tests of the application 
of knowledge rather than of its mere possession. 

A question demanding the signs, symptoms, diagnosis and treatment of 
a particular disease has the sole merit that it does not place any undue 
mental strain on the examiner who sets it, for it is merely a test of know- 
ledge of bookwork and not of the ability to apply that knowledge to practice. 

Another illustration of the lack of ingenuity in the framing of questions 
in midwifery is the frequency with which the same subject, often presented 
in exactly the same form, appears in different papers, and in fact this was 
so striking that Dr. Fairbairn was forced to the conclusion that ‘‘ either the 
subject of examination is limited in scope or the examiners in fertility in 
the production of testing questions ’’. 

His complaint, however, is not with the subjects themselves or even 
with their frequent recurrence, but solely with the manner in which they 
are presented to the candidate, and he points out that if examiners had 
only realized how they can influence teaching through the printed question 
they could have done much more to make effective those additional resolu- 
tions of the Council dealing with the training of the student along preventive 
lines, the practical application of the basic sciences, and the duties which 
devolve upon practitioners in their relation to the State and to each other. 

Too many questions are so worded as to direct the candidate’s mind 
away from the preventive aspect, and relatively few deal with physiology, 


1232 


ee 
> 


BOOK REVIEWS 


although the promotion and preservation of normal function play such a 
large part in midwifery and infant hygiene. 

The Written is the best place for questions in physiology, and a 
convenient form is to ask some scientific point and follow this up with a 
rider on its application to practice. 

Midwifery affords a relatively large proportion of cases with opportunities 
of stressing duties to the public health authorities and of teaching matters 
of medico-legal and medico-ethical interest, so an occasional rider to some 
question which it could rightly follow would have the effect of stimulating 
teachers to pay more attention to these aspects of the subject. 

Dr. Fairbairn’s next plea is that the questions should be set from as 
many different aspects as possible, and to illustrate his meaning he gives a 
number of examples. 

First there is the systematic or bookwork question which he thinks is 
still too prevalent. 

Then there is the one set from the clinical aspect, based on the ante- 
natal clinic or hospital ward rather than on the book, and designed to test 
ability to think clinically. 

General principles are apt to be overlooked by teachers in the mass of 
detail to be taught, but exantiners can do something to bring teaching back 
to first principles by framing an occasional question requiring a statement 
of the principles governing the management of, say, the much favoured 
occipito-posterior position, and follow it by ‘‘ How would you apply these 
principles to a case in which such and such cenditions were present?”’ 

Another plan, more often adopted at the oral examination, is to begin 
from the pathological side by asking the naked-eye and histological appear- 
ance of, say, a tumour, and then go back to the clinical side by requiring 
a description of the symptoms it might have caused and perhaps of the 
operation for its removal. 

The physiological aspect, however, is much more valuable in the paper, 
particularly as leading up to prevention, and an excellent question is one 
which asks the normal function or mechanism, then the factors or conditions 
which may interfere with it, and finally the measures necessary to preserve 
the normal. 

His last example is the question set from the standpoint of prevention 
and in which prevention only is the subject, but it should include not only 
the removal of the causes of disordered function but also the measures 
which aid and promote the normal. 

In his opinion ‘‘ every paper should have one question devoted solely to 
the promotion of the normal throughout some part of the sexual and repro- 
ductive functions of woman or the development of the young infant ’’. 

Having widened the scope of the paper as a whole and varied the angle 
from which the questions in it are reviewed, it will then be possible to narrow 
the scope of the individual questions. For instance, the causes and treatment 
of delay in the second stage of labour is much too big a subject for any 
candidate and it is better to give him a more limited problem to solve by 
adding a few clinical details. 

As regards the number of questions, Dr. Fairbairn thinks that if four 
only are asked it may be difficult to make up a fairly representative paper, 
and in such cases he favours the alternative question which has the further 
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merit of allowing the insertion of a question on new lines, on subjects not 
stressed by teachers and from a fresh and perhaps unexpected aspect 
without detriment to the candidate. 

The ora! examination was apparently the most efficient part of the 
examination and Dr. Fairbairn has little fault to find with it. Pathological 
specimens were made good use of but too many of them were of comparatively 
rare obstetrical or gynaecological conditions of pathological rather than 
clinical interest. He would like every museum to have a collection of 
specimens illustrating common minor abnormalities or preserved because 01 
their clinical interest alone. 

Anatomical specimens might also be more in evidence and their use 
would help to make up for any deficiencies in the paper regarding normal 
structure and function. 

Dr. Fairbairn is not particularly keen about making the examination of 
microscope slides a definite sub-section of the oral examination, but he does 
approve the principle that students should know that they may meet with 
them. 

As regards the use of the phantom he thinks that the time taken up by 
a visit to a special table, selection of instruments, and performance of an 
operation takes up too large a proportion of the ten minutes usually allotted 
to the midwifery part of the oral examination. 

In some examinations the time allowed for the oral examination was 
insufficient and twenty minutes per candidate should be regarded as the 
minimum. 

Considering the difficulties that have been met—and in many cases not 
fully overcome—Dr. Fairbairn was greatly impressed by the progress made 
with the clinical examination. The material and the method of using it 
varied a good deal in the different examinations but is of little consequence 
ii certain principles are observed. 

In his opinion the primary object and the minimal requirements should 
be a sufficient supply of cases from the antenatal clinic on which to test the 
candidate’s ability to make a diagnosis by general and abdominal examina- 
tion. Every candidate should be tested in this way and only after that has 
been done should he be tested in gynaecology. 

In gynaecological cases the essential point is to discover if the candidate 
can make a pelvic bimanual examination, and for this purpose patients with 
slack abdominal walls and perhaps only a minor pelvic abnormality are 
much more suitable than those with tumours rising into the abdomen. 

When not available in adequate numbers gynaecological patients should 
be used as a second case when wanted by the examiners, and their occasional 
use in this way has the added value that candidates know that they may 
meet with them at any time and prepare themselves accordingly. 

A point on which Dr. Fairbairn rightly insists is the importance ot 
making the candidate demonstrate his methods to the examiners, the whole 
examination of the patient being carried out in their presence. He regards 
this close observation of the candidate’s methods as the very essence of a 
clinical test. 

Finally, the clinical examination is so important that it should be kept 
absolutely distinct and be the section in which failure to obtain a pass-mark 
entails failure in the whole examination. Acceptance of this rule would be a 
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further strong argument for the presence of two examiners at the assess- 
ment of all candidates, for so serious a matter as failure not only in the 
subject but possibly in the whole final examination should not depend on 
the decision of one examiner alone. 

Further, the obstetrical and gynaecological parts should not be so divided 
that the two examiners cannot be together and participate in both. 

In the last section of his report Dr. Fairbairn deals with certification and 
conditions of entry, and of most interest to teachers will probably be his 
observations on clinical training, particularly in infant hygiene. 

His inspection has demonstrated that antenatal conditionns are fully met 
but that infant hygiene calls for careful and complete reconsideration. 
Evidence of training in this subject is rarely required in the certificates, 
and such instruction as may be given in maternity hospitals on the neo-natal 
infant or by attendance on the diseases of children is usually regarded as 
sufficient. 

The written examination contains few questions on the subject, and 
they, for the most part, deal with neo-natal conditions, the prevention of 
which is largely obstetrical or are of a primitive type of question on the 
diseases of infancy and not strictly on infant hygiene. The physiological 
side with normal development of the infant, the hygiene which will aid it, 
and the causes of its disorders are unrepresented, and the only questions on 
infant-feeding deal with substitute feeding. 

The same holds good for the questions asked at the oral examination, and 
it is Dr. Fairbairn’s considered opinion that the treatment of infant hygiene 
in the examination, as done at present, may be described as farcical, and will 
continue so until the duties of examining in it are handed over, as the teach- 


ing already has been, to a paediatrician. There ought at least to be a paper 
of, say, four questions with a clinical examination conducted by paediatric 
teachers, but whether as part of the examination in midwifery or wholly 
separate he has not the necessary experience to discuss. 

The best time to interest the student in infant hygiene is with or imme- 
diately after his maternity work, but the training should be done as part of 
paediatrics by a paediatrician acting in close liaison with the maternity 


department. Further, the same paediatrician should be responsible for the 


teaching of the diseases of children as the physiological and preventive 
aspects should not be separated from the pathological and curative. 

It has been suggested that the time of students will be frittered away by 
trifling attendance on ‘‘welfare clinics’’ which are not well adapted for the 
instruction of students, but we agree with Dr. Fairbairn that this is a criticism 
of the conduct of the clinic rather than of the principle involved. 

As regards midwifery training, Dr. Fairbairn thinks that ‘‘the duties of an 
intern student’’ should be definitely stated to mean residence threughout the 
period and not merely long enough to enable him to attend his twenty cases of 
labour, and he is in entire agreement with the opinion expressed by the 
Council that it lays more weight on a longer period of residence than on an 
increased number of obstetric cases attended. 

Finally, the training in midwifery, infant hygiene and gynaecology should 
be so arranged as to make it a consecutive lesson to the student, and this 
cannot be done unless the teaching of gynaecology is mad so much a part of 
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the course that the student is not permitted to have any break between 
training in it and in midwifery. 

We have given a summary of Dr. Fairbairn’s more important observations 
and have made little comment upon them because they are so right and 
sensible that they must be generally approved. 

The reforms which he advocates cover a wide field, but it is evident that 
he looks to improved training and examining in infant hygiene as the 
principal outcome of his inspection, and to the paediatrician rather than to the 
obstetrician, as the instrument most likely to bring this about. That there 
is room for improvement cannot be denied, but we wonder if this cannot be 
achieved without displacing the obstetrician from the care of the normal 
neo-natal infant. 

In our opinion the obstetrician is more physiologically minded than the 
paediatrician, and from what we know of infant welfare clinics ‘‘measures 
which aid and promote the normal”’ receive less attention than they deserve— 
for instance, the amount and variety of substitute feeding prescribed in these 
clinics is notorious. 

This is our only criticism, and we would conclude by congratulating Dr. 
Fairbairn on both the form and substance of a Report which cannot fail to 
be of the greatest assistance to all teachers and examiners in midwifery. 

Daniel Dougal 


‘Maternal Mortality and Morbidity: A Study of their Problems.’’ By J. M. 
Munro Kerr, M.D., F.R.F.P.S. (Glas.), F.C.O.G. Edinburgh, 1933. 
E. and S. Livingstone. Cr. 4to, 400 pp. Price 25s. net. 


THIS monograph on - subject on which its author has thought deeply and 
spoken and written much, calls for careful study by all interested in the 
problems of the mortality and disability associated with chlid-bearing, and 
will have a special appeal to his professional colleagues who have heard from 
him and discussed with him the views he now publishes to the world at large. 
{ts thesis is presented in two distinct sections, the one treating of the obstetrical 
causes and their prevention and the other of the various maternity services, 
both as at present rendered, and as required for, the national maternity service 
envisaged by the author. 

In his own words, the death-rate persists ‘‘chiefly because the essential 
factors prejudicial to betterment are permitted to continue—not because we 
are ignorant of them, but because we have not sufficient determination to 
remove them’’, and he then proceeds to show where determination is needed. 
The keynote running throughout Professor Munro Kerr’s argument is co- 
operation (or co-ordination) and how it may be effected. The first half is of 
extraordinary interest to the medical profession, whether in special obstetric 
or general practice, containing as it does an exhaustive review of the causes 
and prevention of mortality and disablement in mother and child. It is well 
documented and gives full attention to the opinions of others as well as the 
author’s, but leaving the reader in no doubt of his own and why he holds them. 
The chapter on the influence of operative procedures and haemorrhages may 
be singled out as of particular interest, for it has many practical suggestions 
of the utmost value on the means of lessening the dangers of obstetric com- 
plications. The one criticism we have to offer on this part of the book is that 
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it is somewhat too deeply tinged by impressions from a long experience ot 
complicated midwifery. There is a tendency to over-emphasis of the patho- 
logical aspect, well exemplified when in questioning Paul Bar’s well-known 
generalization that pregnancy is a harmonious symbiosis, the author’s com- 
ment is that ‘‘For some women the struggle is easy; for many it is difficult’, 
when all he wishes to say is that ‘‘for most pregnant women the struggle is 
easy; for some it is difficult’. It makes a little blot on an admirable article 
on Antenatal Care, on the failure of which to reduce the maternal death-rate 
occasional expressions of disappointment have recently appeared in the medical 
press. In discussing this failure two reasons are given, both of which will 
receive general acceptance, but the definition of what is implied in ‘‘adequate’’ 
antenatal care, and certainly a later statement (p. 299) that its essence is 
keeping a constant look-out for the slightest disorder, will not meet the views 
of those who hold that the supervision, if it is to be successful, must start with 
the guiding principle that its primary purpose is the promotion of normal 
function throughout pregnancy, labour and lying-in, though with the search 
for dyscrasies and possible troubles to come as consequential to it and implied 
in it. If those engaged in this work regard its essence as seeking for the 
pathological, overzeal will lead them to find what they seek. That the hunt 
for misfits has led to many needless inductions of labour or Caesarean sections, 
as deplored by Professor Munro Kerr, must be acknowledged and accorded 
some influence in lessening the good effects obtained in other directions from 
the supervision. Until antenatal care is recognized as constructive physiology 
before it is preventive pathology, progress, both scientific knowledge and 
clinical practice will be delayed and the expected results will not be attained. 
The error in the opposite direction of too great concentration on the physio- 
logical leading to oversight of the pathological is much less to be feared, for 
human nature, certainly the type seen among the medical profession, is much 
readier to find something unusual; also the folk they have to treat to think 
themselves unusual and call for something unusual and, if possible, dramatic, 
to be done so that there is both intrinsic and extrinsic pressure to that end. 


This little grumble has taken disproportionate space, but, even though had 
it not, there would have remained insufficient for full justice being accorded 
to the second half on services and their organization. It opens with a well- 
informed and thoughtful study of the domiciliary services as conducted by 
hospitals, nursing institutions, midwives in private practice and by doctors 
with midwife as nurse. Much labour has been expended and caution exercised 
in the study of such statistics as are obtainable and of the results attained. 
The most valuable and instructive of these figures are from the Queen’s 
Institute, not only because they are based on the largest number, and are 
carefully collected from all parts of the country and collated at headquarters, 
but also because they cover domiciliary work done under two systems, by 
midwives who call in a doctor only in case of abnormality (about 65,000 
annually for the last four years), and by doctors with the midwife acting as 
his maternity nurse (over 30,000 annually during the last two years). Its 
statistics thus provide an opportunity of comparing the results attained by the 
same personnel under the two systems, although difficulty must arise when an 
attempt is made to estimate the differences in the type of cases dealt with 
under each. Under the midwife-system the mortality-rate during the last six 
years always has been under two per 1,000 deliveries, whereas during the two 
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years tabulated for the other system the rate was 4.6 and 5.5 per 1,000 births. 
Five reasons are given for this difference in rate, of which the first must have 
the preponderating influence, viz.: that the woman fearing a difficult delivery 
will choose a doctor, although this effect is modified by economic considera- 
tions, for it is well recognized that finance determines the selection of attendant 
more than any other single factor. This differential rate has remained for so 
long a constant feature in the work of the Queen’s Institute that it shows that 
ignoring of the child-bearing woman herself in Departmental Committee 
Reports, and to a lesser extent in this book also, is to lose sight of a very impor- 
tant factor. The woman who is full of dread and has no confidence in her 
own power to see the business through will, as Professor Munro Kerr says, 
engage a medical practitioner if she can in any way afford to do so, and this 
midwife will be left with the easier problem of those who do not expect to have 
anaesthetics and artificial deliveries and are of tougher fibre. That the rate of 
sending for medical aid is steadily increasing, having more than doubled in the 
last 20 years, without lowering of the death-rate is ascribed to the demands 
for anzesthesia and interference by patients and relatives, thus indicating the 
need for a thorough investigation of the effect of the changed attitude of mind 
in which women now approach child-bearing and its bearing on the death-rate. 
The metabolic, but not the mental, reaction of women to pregnancy is alone 
considered, save in a few references under abortion and family limitation. 

Institutional services and the design and administration of maternity 
hospitals receive detailed attention and there is a well-informed article on the 
midwife service in which the municipal midwife is strongly urged as the besv 
solution of the difficulty in attracting the best type of woman to the work and 
as the simplest means of ensuring the co-operation of the midwife with the 
antenatal clinic and other provision by the local authorities’ maternity. The 
final chapter gives an account of the author’s scheme for a national maternity 
service, already well known from previous publications, and includes an article 
from the Lancet in which his scheme is compared with four others, thus giving 
a wide review of the whole position. The kernel of his suggestions is the 
co-ordination of the local service round primary or secondary obstetric centres 
in the large cities and towns which act as the focal point for other subsidiary 
centres and clinics together with the ordinary maternity service of the area. 
The Central Directing Body or ‘‘Central Obstetric Board’’ would be an 
expanded Central Midwives’ Board with advisory powers on the provision, 
distribution and staffing of maternity hospitals and generally on the working 
of the service. The plan is a courageous one, but it will involve a very 
decided change of mind and heart in both central and local health authorities 
if they will ask or follow the advice of any such central board or local advisory 
committees. 

Professor Munro Kerr has made a valuable contribution to a difficult 
problem, and we cannot fully express our admiration for the work put into 
it and the thoroughness with which it has been carried out. It provokes com- 
parison with the Departmental Committee Reports so frequently referred to in 
it, but it has individuality and character of its own which make impossible any 
contrast with reports representing the common denominator of a dozen or 
more. It will be invaluable as a ready source of information to obstetricians 
and all interested in midwifery work or maternity hospital administration. 


John S. Fairbairn. 
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Review of Current Literature. 


Tus Review will contain the lists of contents and abstracts of the more 
important articles from the following journals with which the ‘Journal 
of Obstetrics and Gynecology of the British Empire’? exchanges :— 


British.—The Lancet; British Medical Journal; The Cancer Review : 

Canadian.—The Canadian Medical Association Journal; Bulletin Médical 
de Quebec. 

Australian.—Medical Journal of Australia. 

Indian.—The Calcutta Medical Journal. 

American.—American Journal of Obstetrics and Gynecology; The 
Journal of the American Medical Association; Surgery, Gynecology 
and Obstetrics. 

French.—la Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Belgian.—Bruxelles-Médical. 

Italian.—Annali di Obstetrica e Ginecologia; Archivo di Obstetrica e 
Ginecologia. 

German.—Archiv fiir Gynakologie; Zeitschrift fiir Geburtshiilfe und 
Gynakologie; Zentralblatt fiir Gynakologie; Monatsschrift fiir Geb- 
urtshiilfe und Gynakologie; Miinchener Medizinsche Wochenschrift. 

Scandinavian.—Acta Obstetrica Scandinavica. 

South American.—Boletin de la Sociedad Obstetricia y Ginecologia 
de Buenos Ayres. 

Japanese.—-Japanese Journal of Obstetrics and Gynzecology. 


The Review of Current Literature will keep the readers of this Journal 
in touch with current literature throughout the world. At the end of each 
year an Index of all the subjects contained in the articles of the above 
journals is printed. Arrangements will also be made to include abstracts of 
important articles on border-line subjects, such as Physiology, Biology and 
Biochemistry. 


LIST OF ABSTRACTORS. 


London: J. Beattie, F.R.C.S.; A. C. Bett, F.R.C.S.; J. LYLE 
CAMERON, F.R.C.S.; R. L. Dopps, F.R.C.S.; R. C. LiGHtwoop, 
M.D.; D. H. MacLeop, F.R.C.S.; J. A. Moore, M.B.; C. D. Reap, 
F.R.C.S. (Edin.); F. Rogues, F.R.C.S.; G. W. THEoBALD, F.R.C.S. 
(Edin.); A. WALKER, F.R.C.S.; A. J. WRIGLEY, F.R.C.S. 


Huddersfield: W. E. CRowruer, M.B. 
Leeds: R. H. B. ADAMSON, M.D. 
Liverpool: M. Datnow, M.D.; P. Mapas, F.R.C.S. 
Sheffield: W. W. KiNG, F.R.C.S. 
Glasgow: JANE H. FILSHILL. 
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The British Medical Journal. 
May 6, 1933. 
Total hysterectomy for uterine myoma. H.R. Spencer. (Correspondence.) 
May 13, 1933. 

Congenital absence of the vagina. N. Hodgson. 
Persistent occipito-posterior cases. C. L. Somerville. (Correspondence.) 
May 20, 1933. 
An outbreak of puerperal sepsis in a maternity hospital. M. D. Black. 
The general practitioner and the antenatal clinics. J. M. Munro Kerr. 
May 27, 1933. 
*The treatment of menstrual irregularities. Wilfred Shaw. 
A note on contraception. C. I. B. Voge. 
Persistent occipito-posterior cases. L. W. Hefferman. (Correspondence.) 
June 3, 1933. 
The general practitioner and midwifery. E. K. Mackenzie. (Correspondence.) 
The treatment of menstrual irregularities. P. W. Parkes. (Correspondence.) 
June 17, 1933. 
The general practitioner and midwifery. J. R. F. ‘Pagglowel, R. H. Aber- 
crombie, and P. Frazer. (Correspondence.) 
Chloroform in midwifery. R.A. Welsh. (Correspondence.) 
A radium applicator for vaginal use. J. R. Riddell. (Correspondence.) 
June 24, 1933. 
The general practitioner and midwifery. T.G. Robinson and K. Vaughan. 
Correspondence.) 
July 1, 1933. 
Obstetric errors. E. Farquhar Murray. 
Chloroform, the general practitioner and midwifery. Bethel Solomons and 
J. B. Primmer. (Correspondence.) 
July 8, 1933. 
A case of locked twins. J. Moore. 
Quinine in normal labour. G.C. Dorling. (Correspondence.) 
Total hysterectomy. G.S. Woodman. (Correspondence.) 
July 15, 1933. 
The general practitioner and midwifery. J. B. Simpson and F. P. H. 
Birtwhistle. (Correspondence.) 
Quinine in normal labour. D. A. Mitchell. (Correspondence.) 
July 22, 1933. 
Persistent occipito-posterior cases. O. Bjornson. (Correspondence.) 
Quinine in normal labour. W.M. Hewetson. (Correspondence.) 
July 29, 1933. 
Placenta praevia with twin pregnancy and adherent placenta. J.S. Coleman. 
Persistent occipito-posterior cases. H. F. Bell Walker. (Correspondence.) 
The use of quinine in normal labour. R. Owen-Jones. (Correspondence.) 
August 5, 1933. 
Chloroform capsules during labour. A. Rees. 
Total for non-malignant conditions. R. Worrall. (Corres- 
pondence.) 
Quinine in normal labour. D. J. G. Johnston. (Correspondence.) 
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August 12, 1933. 
Persistent occipito-posterior cases. F. A. Nyulasy. (Correspondence.) 
Anesthesia in labour. J. Elam. (Correspondence.) 
August 19, 1933. 
Anesthesia in labour. C. Langton Hewer and K. G. Lloyd-Williams. 
(Correspondence.) 
The use of quinine in normal labour. W.M. Hewetson. (Correspondence.) 
August 26, 1933. 
*The aetiology and prevention of the toxaemias of pregnancy. G. W. 
Theobald. 


The use of quinine in normal labour. V. B. Green-Armytage. (Corres- 
pondence.) 


THE TREATMENT OF MENSTRUAL IRREGULARITIES. 

The paper deals with cases of menstrual irregularity independent of the 
presence of a tumour or pelvic inflammation. In order to understand these 
cases a knowledge of the modern work on the physiology of menstruation is 
essential. Ovulation occurs about midway between two periods. After ovula- 
tion, a corpus lueum is formed which retrogresses at or just before the onset 
of the next period. Simultaneously with the formation of the corpus luteum, 
hypertrophy of the endometrium occurs, which hypertrophy persists until the 
superficial part of the endometrium is shed as part of the menstrual discharge. 
After menstruation repair takes place. Immediately prior to ovulation a 
peculiar oedematous condition develops in the endometrium which is considered 
to be due to the ripening follicles. 

Two ovarian hormones have been identified, oestrin and progestin. Oestrin 
is prodeucd in the ripening follicles and can be demonstrated in the corpus 
luteum, the placenta and the urine of pregnant women. Oestrin controls the 
mild degree of hypertrophy observed before ovulation, and this is comparable 
to the pro-oestrus of lower animals. Progestin is the hormone of the corpus 
luteum. It causes the premenstrual hypertrophy after previous sensitization 
by oestrin. Ovarian activity is dominated by the anterior lobe of the pituitary 
gland. This hypertrophies during pregnancy and a persistent over-secretion 
after pregnancy explains cases of post-partum epimenorrhoea. If a woman 
were to produce large corpora lutea, the result would be excessive premenstrual 
hypertrophy and the shedding of an excessive amount at the period. The 
causation of the 28-day rhythm does not necessarily lie in the ovaries, it may 
lie in the pituitary gland. Shaw maintains that the menstrual degeneration 
of the endometrium is an active process and postulates the existence of a third 
ovarian hormone. 

Epimenorrhoea. Typically the menstrual cycle is regular, but the duration 
of the cycle is reduced to 21 or 14 days. The haemorrhage may or may not 
be prolonged and increased. Epimenorrhoea occurs in two types of cases, 
the post-partum type previously mentioned and, more frequently, before the 
menopause. In this second type the amount of blood lost is increased and 
the uterus found to be hard and enlarged. These cases were previously 
diagnosed as chronic metritis. This condition is probably due to over- 
action of the ovaries, but there is no proof that this is primary; it may well 
be that the pituitary gland is responsible. In treating this condition, endo- 
crine preparations are neither of value, nor is their use rational as the fault 
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is one of over-secretion and not under-secretion. Similarly drugs are of little 
value. The correct treatment is either the production of an artificial meno- 
pause by X-rays or radium, or hysterectomy. Before the age of 45 Shaw is 
not fond of radium. In younger patients, that is, in the post-partum type, 
treatment is either expectant or operative. He stresses the risks of radium 
and X-rays. The indication for operation is anaemia. 

Metropathia haemorrhagica. In this disease there is a complete upset of 
the menstrual function so that ovulation is inhibited and corpora lutea are 
not produced. A cyst is always present in the ovaries with the structure of 
a cystic ripening follicle. There is diffuse polypoidal hyperplasia of the 
endometrium. The disease occurs most frequently about the menopause, 
but may occur as early as 20 years of age. After a short period of amenorrhoea 
bleeding commences and may persist for months or years. It is rarely exces- 
sive. The first line of treatment is curettage which sometimes cures the 
condition, although recurrence after a return to normal menstruation is 
frequently seen. If curettage fails, anterior pituitary extract may be tried. 
This is theoretically sound, but Shaw’s results have not been good. Small 
doses of radium may be tried, but there again Shaw has not had much 
success. Removal of the cystic ovary is not successful because the other 
invariably becomes cystic later. There is left hysterectomy leaving the 
ovaries behind. This should only be resorted to if other measures fail. 

Hypomenorrhoea. In this condition the menstrual cycle is prolonged; 
ovulation and corpus luteum formation occur spasmodically. The condition 
may be primarily ovarian or secondary to other endocrine disturbance. 
Clinically all varieties are seen. The treatment is by injecting oestrin or an 
extract of the anterior lobe of the pituitary gland. Dilatation of the cervix 
may stimulate the generative organs. The results of organotherapy are dis- 
appointing except in mild cases. This may be remedied in the future as 
more potent preparations become available. 


THE AETIOLOGY AND PREVENTION OF THE TOXAEMIAS OF PREGNANCY. 

Theobald does not consider that there is any justification for assuming the 
existence of a toxin peculiar to pregnancy. ‘‘Toxaemia of pregnancy”’ 
embraces a variety of clinical conditions differing so widely from each other 
that the assumption of one specific toxin is untenable. Even the hepatic 
lesions of eclampsia may be produced experimentally in dogs by diet or by 
raising the intra-abdominal pressure, and it is suggested that not only the 
convulsions of eclampsia, but also the pains of obstructed labour may cause 
this hepatic necrosis. The numerous clinical manifestations classed as 
toxaemic are casually associated with the pregnancy and disappear on the 
termination of the pregnancy. 

In place of the theory that there is such a thing as a specific pregnancy 
toxin, Theobald advances the hypothesis that all the toxic manifestations are 
expressions of dietetic deficiency or deficiency diseases, the most important 
being deficiency of calcium. After considering the details of a suitable diet 
during pregnancy, he considers calcium in more detail. Milk, cheese and 
butter are rich in calcium and in vitamin D. If extra calcium has to be 
introduced into the body, this should be done by the intramuscular injection 
of calcium gluconate. Cases are quoted in which excessive salivation, vomit- 
ing and cramp have been cured by means of injections of calcium. Oedema 
1242 


REVIEW OF CURRENT LITERATURE 


may be due to pressure, to excessive fluid intake or to increased permeability 
of the tissues. In the last of these calcium may alter the permeability. 
Dermatitis herpetiformis and chorea have been similarly cured. In cases 
with a raised blood-pressure, calcium will reduce this if the systotic pressure 
does not exceed 140 mm. Hg.. 

The thesis of this paper is that the toxaemias of pregnancy should be 
prevented rather than treated. Little is said about treatment. 

Arnold Walker. 


The Lancet. 


May 6, 1933. 

Haemaocolpos. W. N. Searle. 

The action of radium as seen in the pelvis. Stanford Cade. (Correspondence.) 
May 13, 1933. 

Human and comparative placentation, including the early stages of human 

development: (1) General principles of placentation. O. Grosser. 

*Training in obstetrics. J. M. Munro Kerr. 

The action of radium as seen in the pelvis. B. D. Pullinger. (Correspondence.; 
May 20, 1933. 

Human and comparative placentation, including the early stages of human 
development: (2) The early stages of human development. (3) Human 
placentation and its meaning. O. Grosser. 

*Menstruation and the menopause in mental disease. I. Skottowe and G. I. 

Strachan. 

*Radiographic findings in the late months of pregnancy. D. M. Lindsay. 
July 22, 1933. 

*The round ligaments in retroversion of the uterus. T. C. Clare. 
July 29, 1933. 

*The pathological diagnosis of female gonorrhoea. W. N. Mascall. 

The use of chloroform capsules during labour. <A. Rees. 
August 5, 1933. 

*Hysterectomy in menopausal insanity. D. N. Parfitt. 
August 19, 1933. 

Intraligamentous rupture of the Fallopian tube. D. M. Sutherland. 


TRAINING IN OBSTETRICS. 

The Maternal Mortality Committee, in its report, advised that every prac- 
titioner must be capable of dealing with a case of complicated labour and, with 
this end in view, the General Medical Council has issued certain recommen- 
dations for training in obstetrics. Munro Kerr points out the limitations of 
undergraduate training and the changes which are taking place in medical 
practice. In obstetrics, these changes consist of the diminishing amount of 
midwifery done by doctors and the increased use of hospitals for operative 
midwifery. The student, therefore, gets fewer opportunities for gaining prac- 
tical experience after qualifying than his predecessors. The solution of the 
problem is to be found in a modified undergraduate training with a further 
term after qualification if the candidate proposes to practise obstetrics. He 
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considers that, after qualification, a compulsory period of internship should be 
required before a candidate is allowed to practise. The student would serve 
internships under supervision for one year, four months each in medicine, 
surgery, and obstetrics. If a candidate definitely decided that he was not going 
to practise obstetrics he could dispense with this four months on the under- 
standing that he would return if later he desired to practise obstetrics. The 
internships could be served in non-teaching hospitals throughout the country 
under the supervision of registrars. 


MENSTRUATION AND THE MENOPAUSE IN MENTAL DISEASE. 

There are two vaguely current ideas, one that scanty menstruation and 
amenorrhoea are common in mental disease and the other that exacerbations 
of mental disease occur at the periods. A series of mental cases was compared 
with a control series of sane gynaecological patients. No considerable tendency 
to menstrual irregularity was found in the mental cases. Exacerbation of 


mental symptoms was noted in only 19 per cent at the time of the menstrual 
periods. 


RADIOGRAPHIC FINDINGS IN THE LaTE MONTHS OF PREGNANCY. 

In this paper the danger of accepting a diagnosis of disproportion by X-ray 
examination is stressed and the factors causing misleading conclusions are 
pointed out. 


THE ROUND LIGAMENTS IN RETROVERSION OF THE UTERUS. 

The author points out that retroversion of the uterus does not necessarily 
cause symptoms and that in the presence of symptoms a retroverted uterus may 
not be the cause. The symptoms for which operation may be required are those 
of pelvic congestion, and this paper offers an explanation of the mechanism 
causing this congestion. He points out that in the Trendelenburg position 
congestion is relieved and this is aided by a previous rest in bed. The normal 
condition could be seen only if the abdomen were opened in the erect position 
after exercise. He has attempted to reproduce this condition by opening the 
abdomen in the reversed Trendelenburg position after exercising the patient 
up to the time of the anaesthetic. The view thus obtained has shown that 
the round ligaments may press on the ovarian vessels provided that retroflexion 
as well as retroversion is present. The round ligament is generally regarded as 
being too slight a structure to be able to hold the uterus forward, but in 
pregnancy it becomes a tight muscular band which steadies the uterus and 
aids contractions. The author questions the uselessness of the round ligament 
in the non-pregnant state and points out that after manual replacement the 
round ligament becomes thickened and shortened. At the same time the cavity 
of the uterus is shortened. 


PATHOLOGICAL DIAGNOSIS OF FEMALE GONORRHOEA. : 

In a series of 500 cases, it is pointed out that smears alone give very poor 
results. Cultures give the maximum number of positive results with the com- 
plement-fixation test second. With the latest technique, this test should come 
first. Smears give much poorer results. The complement-fixation test must be 
considered in conjunction with the clinical history and condition. The author 
stresses the importance of combining all three tests. 
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HYSTERECTOMY IN MENOPAUSAL INSANITY. 

In 17 cases of hysterectomy which had been performed on patients of the 
Warwick County Mental Hospital, mental improvement could not be ascribed 
to the operation in a single case. In psychotic patients, hysterectomy should 
only be undertaken for a demonstrable pelvic lesion. 


Arnold Walker. 


The Journal of Anatomy. 


Vol. Ixvii, Part 4. 
*The development of the vagina in the rabbit. 


THE DEVELOPMENT OF THE VAGINA IN THE RaBBIT. 

The Miillerian ducts reach the urogenital sinus at the 30 m.m. stage of 
the embryo and fuse together in the lower half. The lower part of the 
vagina is Wolffian in origin and opens into the urogenital sinus. The Wolffian 
portion of the vagina is lined by squamous stratified epithelium and the upper 
Miillerian part retains the columnar cell epithelium. 


J. A. Moore. 


Archives of Pathology. 


Vol. xvi, No. 1, July 1933. 


*The relation between trauma sustained at birth and encephalitis in children. 
S. R. Rosenthal. 


THE RELATION BETWEEN TRAUMA SusTAINED AT BIRTH AND ENCEPHALITIS IN 
CHILDREN. 
A pathological syndrome of encephalitis was described in three children of 
a family in whom the primary condition was apparently birth injury with 
superimposed changes of infective or toxic origin. The presence of calcium 
and colloidal deposits in the brains of children are explained as sequalae of 
injuries sustained at birth. 


J. A. Moore. 


The Biochemical Journal. 


Vol. xxvii, No. 2 1933. 
*Sex hormones and calcium metabolism. Theodore Frederic Dixon. 
No. 3, 1933. 
*Endocrine factors concerned in the control of the ovarian cycle. C. W. 
Bellerby. 


SEX HORMONES AND CALCIUM METABOLISM. 


It was found in a series of experiments on rabbits, dogs and rats that 
injections of extracts of the anterior lobe of the pituitary gland, the ovaries, 
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and the corpus luteum produced no significant changes in the quantity of 
calcium in the blood-serum. The serum calcium-values in oestrus and 
dioestrus of rats, after excision of the parathyroid glands, were found to be 
very variable and that no significant differences were observed when compared 
with controls. 


ENDOCRINE FACTORS CONCERNED IN THE CONTROL OF THE OVARIAN CYCLE. 

The xenopus laevis, or clawed toad, is described as an ideal animal for 
testing endocrinal extracts controlling the ovarian cycle. Acid extracts of 
the anterior lobe of the oxes pituitary gland when injected in sufficient 
quantities into female xenopus laevis with healthy ovaries will produce 
extrusion of eggs even during the period in the year when the animal does 
not breed either in natural surroundings or in the laboratory. Ovulation 
usually occurs within 18 hours, and the same animal can be used frequently. 
There is also a more constant relation between the dosage used and the 
response given when a mammal is used as a test animal. 


J. A. Moore. 


Guy’s Hospital Reports. 


Vol. 1xxxiii (Vol. xiii, 4th Series), No. 3, July 1933. 
*Friedmann’s test for pregnancy. S. M. F. Bishop. 


FRIEDMANN’S TEST FOR PREGNANCY. 
The biological tests for pregnancy, Zondek’s and Aschhiem’s, Siddal’s, 

Mazen’s and Hoffmann’s, and Friedmann’s are described and compared. The 

Friedmann test is claimed to be the most practical; this reaction gives positive 

results as early as 21 days after conception. 

J. A. Moore. 


-The Canadian Medical Association Journal. 


Vol. xxxix, No. 1, July 1933. 
*Anencephaly in identical twins. J. E. Josephson and K. B. Waller. 
*Puerperal sepsis. W. A. Dafoe. 
Vo). xxxix, No. 2, August 1933. 
*The future of maternal welfare. G, Fleming. 
*Spinal anaesthesia in Caesarean section. K. M. Heard. 
Vol. xxxix, No. 3, September 1933. 
*The resuscitation of newly-born babies showing narcosis. E. Shute and 
M. E. Davis. 
The prevention of neo-natal mortality. A. Brown. 
*Cervical cancer. W. A. Scott. 
*Congenital hernia of the ovary and Fallopian tube into the canal of Niick; 
with report of a case. A. E. Harbeson. 
*A case of obstructed labour due to the non-pregnant horn of a uterus duplex. 
J. L. Hall. 
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ANENCEPHALY IN IDENTICAL TWINs. 

Anencephaly is rare in twins. When it does occur only one of the twins 
is usually affected. The mother of the twins was 29, this being her ninth 
confinement. The first confinement produced twins, one of which had to be 
sent to a school of correction. She had 12 children. One had a club-foot, one 
was feeble-minded, another was inarticulate and of diminutive stature but 
strong and very pugnacious, with a great tendency to steal. All had impedi- 
ments of speech; all were backward at school. Subsequently to the birth ot 
these twins an apparently normal child was born. The father was a labourer. 
Photographs, lateral and dorsal views, of the foetiis are given; also a dissection 
drawing in which a very small liver is shown. One of the twins was com 
pletely anencephalic. In the other there was some development of the brain 
which protruded in a mass from the occiput, lying over the back of the neck 
and shoulders, the cervical vertebrae being bifid. In both the adrenal glands 
appeared to be normally developed. Only the pars anterior of the pituitary 
gland was found in each. 

The author reports that, after a survey of the literature, no comparable 
example of anencephaly has been found. 


PUERPERAL SEPSIS. 


Maternity mortality from puerperal sepsis has not diminished during the 
last fifty years. This applies to the entire civilized world. The cause is stated 
to be the introduction of organisms into the otherwise sterile uterus from the 
lower genital tract, the skin, or from the hands or instruments of those in 
attendance. The majority of cases is caused by the haemolytic streptococcus. 
This is rarely found in the vagina or cervix before the puerpium. If found 


afterwards it must be seriously regarded as a probable cause of infection. The 
streptococcus non-haemolyticus is frequently found in the vagina during preg- 
nancy, but is rarely a cause of sepsis. A table reporting bacteriological findings 
is given. There appears to be no specific strain of streptococcus haemolyticus, 
nor any specific anti-toxin. 

The author states that within 48 hours of delivery organisms are always 
found inside the uterus, particularly on the placental site. As a rule they 
are of low virulence and are kept in check by phagocytes and the protective 
properties of the tissue fluids. When the streptococcus haemolyticus attacks 
these surfaces it breaks down blood-clot and coagulated lymph and progresses 
in spite of all natural mechanisms of defence. Frequently the organisms enter 
directly into the blood-stream, although, as a rule, a second wall of defence 
is thrown up proximal to the infected area. 

Clinically these cases usually commence precipitately with a chill, most 
often on the third or fifth day. The course is usually rapid but varies according 
as the infection spreads directly into the blood-stream, or first invades the 
parametrium or the pelvic peritoneum. 

An outline of treatment is given. General principles such as rest, position 
and fluids are cited. Specific measures are directed against any local infection 
such as peritonits or parametrititis. The transfusion of blood from an 
immunized donor is favoured, an injection of streptococcal vaccine having 
been given to the donor three or four hours previously. The early institution 
of treatment is stressed. A system for observation and routine examination 
of suspected cases is given, 
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THE FUTURE OF MATERNAL WELFARE. 

Maternal mortality remains at a constant level. In 1931 there were 1,200 
deaths from this cause in Canada. This is a fair average. For every death 
there is a large number of patients who are ruined in health and seriously 
disabled. This has a considerable bearing on social life. Many cases of 
juvenile delinquency are directly traceable to the lack of the mothers’ care 
through their ill-health. The whole problem is a difficult one. It involves 
pre-natal care, proper attention during confinement, and in the puerperium. 
This work should naturally devolve on medical men, but medical men require 
compensation, and unless this is forthcoming from such a source as the 
department of Public Health, it would be left undone. The duty for such 
care should belong to the Corporation, and not to the Medical Profession. 
The author advocates the training and equipment of efficient nursing services 
available for domiciliary or institutional work. 


SPINAL ANAESTHESIA IN CAESAREAN SECTION. 

The author discusses 63 operations. Some of these were repeated Caesarean 
sections. Neocaine was used throughout. The dose was between 100 and 200 
milligrammes, 150 being found to be the best dose. The injection was usually 
made between the second and third lumbar vertebrae. Half a grain of 
ephedrine was given 15 minutes before operation. Most of the operations 
took between 25 and 4o minutes to perform. Pituitrin was injected with 
marked results while the uterus was being sutured. The results were most 
satisfactory. 


THE RESUSCITATION OF NEWLY-BoRN BaBiEs SHOWING NarRcosIs. 

The term asphyxia is not favoured, as the condition of narcosis in the 
newly-born may be due tc other factors such as shock. The author quotes 
observations on many examples of different types, and gives the details of the 
inethods employed for resuscitation. He favours early aspiration of fluid from 
the larynx and trachea, and prefers mixtures of carbon dioxide and oxygen; 
he begins by giving a mixture containing from 10 to 30 per cent of carbon 


dioxide and follows this by pure oxygen. It is simple in its application and 
safe. 


CERVICAL CANCER. 

Although the number of cases of cancer of the cervix appears to be 
increasing the prognosis is better to-day than at any time previously. This is 
due to the increasing availability of radium. Before the days of Wertheim 
and Schauta it was considered a hopeless disease. The site is favourable for 
the use of radium. Cancer frequently follows laceration and chronic inflamma- 
tion. The treatment of these conditions will go far towards prophylaxis. 
The greatest factor in prognosis is the stage at which treatment is started. 
Early diagnosis is vital. This necessitates a certain education of the public 
and unfailing assiduity on the part of the medical attendant in carrying out 
a complete examination. There is no controversy regarding the treatment of 
inoperable cases. Radiotherapy alone offers a hope. The author refers to 
Bonney’s reports on his operative work in which 38.7 per cent of 284 cases 
are alive and well after five years. Regaud and Heymann are cited with the 
results of their operative work which are nearly similar to those of Bonney. 
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The author discusses systems for employing radium treatment, and is inclined 
to favour it, especially as there is such a small primary mortality, and he is 
of the opinion that if this treatment were employed entirely 35 to 40 per cent 
of the patients in the operable group would be alive after five years. He 
finally stresses the importance of maintaining hope for the patient, despite the 
most unfavourable outlook. 


CONGENITAL HERNIA OF THE OVARY AND FALLOPIAN TUBE INTO THE CANAL OF 

Nwck. 

These cases are exceedingly rare, especially in the first year of life. A 
fully detailed case report is given of a patient 11 weeks old, upon whom 
operation was performed, the sac containing the ovary, Fallopian tube, 
infundibulo-pelvic ligament and sigmoid colon. The contents were returned, 
the neck of the sac ligated, the internal oblique muscle being brought down 
and sutured to Poupart’s ligament. Recovery was complete and uneventful. 
A short bibliography is appended. 


A CASE OF OBSTRUCTED LABOUR DUE TO THE NON-PREGNANT HORN OF A UTERUS 

DUPLEX. 

The patient, a primigravida, aged 22, was in labour for 50 hours without 
any advance of the presenting part. The obstruction was not diagnosed until 
Caesarean section revealed the conditions. The uterus was found to be a 
duplex bi-cornis one, the non-pregnant right horn being impacted in the 
pelvis, raising the pregnant cervix above the brim. Because of a previous 
temperature of r1o1°F. total hysterectomy was done. Both mother and 
child recovered. The specimen consisted of two complete uterine cavities and 
cervices with a single vagina. 


J. Lyle Cameron. 


The Australian and New Zealand Journal of Surgery. 


April 1933. 
*Epithelium-lined blood-cysts of the ovary. E. S. J. King. 


EPITHELIUM-LINED BLOOD-CySTs OF THE OVARIES. 

The author discusses the pathology of the epithelium-lined blood-cysts of 
the ovary, especially in regard to the multiple small tarry or chocolate cysts, 
the so-called endometriomata. He describes the findings in the examination 
of 30 typical examples of so-called endometriomata of the ovary. He suggests 
that these multiple small cysts are derived from the follicles of the ovary, from 
the atretic follicles and corpora lutea, and that the epithelium arises inci- 
‘dentally in the retrogression of follicular or luteal blood-cysts. He thinks 
that the epithelium is developed as an adjuvant to the absorption of blood 
and that epithelium-lined cysts are a late stage of those cysts in which 
haemorrhage has occurred. He explains the gland-like protrusions to the 
collapse of the cyst due to the absorption of its contents and the consequent 
festooning of its walls. 

D. H. MacLeod. 
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The Medical Journal of Australia. 


May 13, 1933. 

Some anatomical facts influencing obstetric practice. E. B. Heffernaw. 
June 3, 1933. 

Benign and malignant conditions of the cervix uteri. R. Francis Matters. 


June 10, 1933. 
Salpingostomy. Report on cases. Cecil Coghlan. 


June 24, 1933. 
Some experiences in the treatment of cancer of the uterine cervix. W. G. 
Cuscaden. 


July 1, 1933. 

*A case of full-time extra-uterine pregnancy. W. Ivon Hayes. 
July 15, 1933. 

Gynaecological problems considered in the light of Listerism. F. A. Maguire. 
July 29, 1933. 

*The ireatment of carcinoma of the uterine cervix. Robert Fowler. 


August 5, 1933. 
Ovarian cysts in childhood. P. L. Hipsley. 


A CASE OF FULL-TIME EXTRA-UTERINE PREGNANCY. 

A case of extra-uterine pregnancy which went to term is reported. The 
condition was not suspected and the case was diagnosed as a transverse lie; 
external cephalic version was performed. An attempt was then made 
medically to induce premature labour; bleeding per vaginum followed. 
Placenta praevia was diagnosed and internal podalic version decided on, an 
attempt being made to perforate what was taken to be the placenta. It 
was then realized that this was the uterine wall and the actual condition 
recognized. Laparotomy was immediately performed. A live child was 
extracted but the foetal membranes were not present, the child apparently 
lying free in the peritoneal cavity. This being the case, it was impossible 
to marsupialize, the sac and the abdomen was closed leaving the placenta 
in situ. There was a rent in the uterine wall which was repaired. The child 
died 24 hours later, but the mother made a good recovery. 


THE TREATMENT OF CARCINOMA OF THE UTERINE CERVIX. ; 

The author publishes a report on the treatment of 177 patients suffering 
from carcinoma of the cervix or recurrence seen in his private and institutional 
practice. The predilection for surgery in earlier years has given place to a 
preference for radium therapy. He stresses the importance of the absence 
of the popular apprehension of a large operation which no longer deters 
patients from coming for treatment. He remarks that the use of surgical 
operation alone for carcinoma of the cervix is fast becoming obsolete, and 
that the therapy for this disease should be entirely radiological, a combination 
of the cavitational application of radium with distant irradiation by X-rays or 
the radium bomb. He regrets the infrequency of. the detection of. early 
carcinoma despite prolific propaganda, and stresses the importance of 
organization in the control of cancer. 

D. H. MacLeod. 
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American Journal of Obstetrics and Gynaecology. 


Vol. xxv, No. 1, January 1933. 


ORIGINAL COMMUNICATIONS. 
The complications of radium therapy in gynecology. G. G. Ward. 
The technique of radiation therapy in uterine carcinomata. H. Schmitz. 
An analysis of the menstrual changes in tuberculous women. E. Jameson. 
Epithelial regeneration in the uterine glands and on the surface of the uterus. 
G. N. Papanicolaou. 
The behaviour of the epithelium in explants of human endometrium. E. F. 
Hirsch and H. O. Jones. 
Bilateral renal agenesis in the foetus, associated with oligohydramnios. G. S. 
Bates. 
Report of a case of ovarian embryoma. P. J. Sarma. 
*Kraurosis vulvae, with a report of 13 cases. M. A. Goldberger. | 
*On the supports of the uterus. H. Koster. 
*Internal rotation of the foetal head from the viewpoint of comparative ob- 
stetrics. L. Rudolph and A. C. Ivy. 
The respiratory function of the detached placenta. G. M. Brandau. 
*The Bercovitz test for pregnancy. A. G. King. 
Varicose veins of pregnancy. N. J. Kilbourne. 
Congenital pneumonia of the stillborn and the newborn. 
Subacute bacterial endocarditis as a complication of pregnancy. W. F. 
Mengert. ; 
Heart-block in pregnant women. J. P. Greenhill. 
Some urological complications in the female. G. Kolischer. 
The use of adrenalin in the treatment of acute inversion of the puerperal 
uterus, with report of a case. J. A. Urner. 
A case of laryngeal diphtheria complicating the puerperium. J. Hersh. 
*Quinine insufflation treatment of trichomonas vaginalis. Preliminary report. 
J. H. Sure and J. E. Bercey. 
Blood chemistry studies of normal newborn infants. A.W. Holman and A. 
Mathieu. 
Ureteronephrectomy during early pregnancy. R. B. McKnight and RK. 
Patterson. 
Hypertrophy of the clitoris. Report of two cases. L. W. Mason. 
Cyanosis of the newborn. E. H. Dennen. 
Rupture of a corpus luteum as a cause of acute abdominal symptoms. W. R. 
Payne. 
Entrance of lipiodol into ovarian and cther veins during uterography. J. C. 
Kilroe and A. M. Hellman. 
Report of the results after 12 years, in a case of ureterovesical anastomosis. 
H. D. Furniss. 
An instrument to outline the Pfannenstiel incision. S. S. Schochet. 
A case in which several foreign bodies were found in the vagina of a feeble- 
minded pseudo-hermaphrodite. R. S. Lifvendahl. 
Report of a case of velamentous insertion of the cord with rupture, and 
subsequent death of the foetus in uterus. H. B. Boley. 
Report of a case of yellow atrophy of the liver in the latter part of pregnancy 
with recovery. C. Duncan and G. R. MacLachlan. 
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SELECTED ABSTRACTS. 
Endometrium. 
Vol. xxv, No. 2, February 1933. 
ORIGINAL COMMUNICATIONS. 
The qualifications of the specialist. President’s address. W. T. Dannreuther. 

*Some phases of the toxaemias of pregnancy. B. Solomons 

New methods of study applied to maternal mortality in the hospital. A. J. 
Skeel. 

The prevention and control of morbidity and mortality from puerperal infec- 
tion by state or municipal supervision and inspection. C. S. Bacon. 

*A study in correlation of the sedimentation test, filament-non-filament, and 
white-cell count in gynaecology. H.W. Yates, D .M. Davidow, E. Put- 
nam and F. Eliman. 

“The relation between exogenous throat streptococci and puerperal infection. 
F. S. Kellogg and A. T. Hertig. 

Injury to ureters including accidertal ligation during pelvic operations. Q. 
U. Newell. 

Foreign bodies left in the abdomen after operation. J. P. Greenhill. 

Sigmoido-uterine fistula and vesico-uterine fistula as a complication of child- 
birth. W.C. G. Kirchner. 

Multiple dermoids of the ovary. J. R. Miller. 

Prolapse of the uterus. W. A. Coventry and R. J. Moe. 


A report of the end-results of 554 consecutive hysterectomies. L. E. Phaneuf 
and M. O. Belson. 


Placenta accreta. E. L. Dorsett. 

Endometritis and physometra due to Welch’s bacillus. F. H. Falls. 

Puerperal sepsis: B. Welchii, fatal types. A. F. Lash. 

Entero-uterine fistula. W.C. Danforth and J. T. Case. 

Report of a case of congenital defect in the diaphragm. C. Newberger. 

A case of leucoplakia of the vulva followed by carcinoma developing in .the 
scar after excision of the vulva. E. W. Fischmann. 


Vol. xxv, No. 3, March 1933. 
ORIGINAL COMMUNICATIONS. 
*Lesions of the placental vessels. T. L. Montgomery. 

A clinical study of 100 cases of developmental and functional deficiencies in 
the female with an analysis of the treatment and results. .W. H. Cary. 
*Ovarian struma: a morphological, pharmacological and biological examina- 

tion. A. Plaut. 
*The use of folliculin in involutional states. E. Sevringhaus. 

Radiation therapy in gynaecological malignancy. I. I. Kaplan. 

Information regarding gonorrhoea in the immature female. G. C .Schauffler 
and C. Kuhn. 

Spontaneous evolution of the foetus in transverse lie. N. J. Eastman. 

Postmenopausal bleeding. S. H. Geist and M. Matus. 

A clinical pathological study of 303 consecutive abdominal hysterectomies. 
A. Samuels and E. S. Ediavitch. 

Do sperm morphology and biometrics really offer a reliable index of fertility? 
G. L. Moench. 

Vesico-ureteral reflux as an aetiological factor in pyelitis of pregnancy. H. L. 
Morris and J. F. Brunton. 
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An account of a year’s service in obstetrics at the Morrisania Hospital: a 
public institution. H. Aranow. 
*A survey of Caesarean sections performed in Philadelphia during 1931. C. B. 
Lull. 
Cystic fibroid weighing 47 lb. and simulating an ovarian cyst. J. P. 
Greenhill. 
Submiucous myoma complicating the puerperium. B. Mann and H. Lowen- 
burg. 
Tumours of the round ligament. C. F. Horine. 
A case of ectopia cordis. C. Lintgen. 
An instrument facilitating a traumatic palpebral separation in the newborn 
M. A. Castallo. 


Vol. xxv, No. 4, April 1933. 
ORIGINAL COMMUNICATIONS. 
*The significance of the streptococcus in trichomonas vaginalis vaginitis. 
G. F. Hibbert. 
Tubal contractions in relation to the oestrus cycles as determined by utero- 
tubal insufflation. M. J. Whitelaw. 
*The fascia surrounding the vagina. Its origin and arrangement. N. P. 
Sears. 
Lymphatic leucaemia anc pregnancy. H. K. Russell. 
Organotherapy of mastodynia. A. G. Gabrielianz. 
*Granulosa-cell hyperplasia of the ovary. J. I. Brewer and H. O. Jones. 
“Small doses of X-rays for amenorrhoea and sterility. I. Edeiken 
*Tubular adenoma (arrhenoblastoma) of the ovary. F. Spielman. 
A study of 733 Caesarean sections. I. Daichman and W. Pomerance. 
Rupture of the Graafian follicle, the corpus luteum and small follicular luteal 
cysts simulating appendicitis. J. V. Meigs and W. F. Hoyt. 
The problem of clinical gonorrhoea in the female. E. D. Barringer, H. 
Strauss and D. F. Crowley. 
Specific bacterial cervicitis. A W. Williams and N. C. Styron. 
A bacteriological study of techniques for taking vaginal and cervical cultures. 
F. L. Adair, G. M. Dack and E. M. J. Long. 
Spontaneous amputation of the cervix during labour. E. J. De Costa. 
The oral administration of sodium amytal in labour. D. R. van Del. 
Tuberculosis of the female genital tract. H.S. Bush. 
Endometrioses of lymphatic nodes. G. H. Hansmann and J. R. Schenken. 
The use of mortality statistics in rating maternity service. J. R. Miller. 
Menstrual intervals. J. L. King. 
An analysis of 55 cases of haemorrhage in the newborn. L. EH. Dembo. 
Osteogenesis imperfecta. J. P. Hennessy. 
Report of a case of fibroma of the vulva with sarcomatous degeneration. H. 
M. Nelson. 
Perforation of a fibromyomatous uterus following version. H.W. Weber. 
Pelvic spleen with torsion of pedicle. EE. A. Bullard. 
Tubal pregnancy at term. B. B. Wechsler. 
Report of a case of leucokraurosis (kraurosis vulvae) cured by excision of 
the vulva. T. Neustaedter. 
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A case of unilateral ovarian aplasia and homolateral rudimentary Fallopian 
tube associated with a normally developed uterus. N. M. De Sactis and 
J. S. Diasio. 

Uterus duplex. L. W. Haynes. 

Extensive destruction of the genital tract. N. R. Washburn. 

Chronic hypertrophic vulvitis (elephantiasis) complicating labour. J. L. 
Reycraft and D. Seecof. 

Report of a case of ovarian fibroid. H. B. Alsobrook. 


KKRAUROSIS VULVAE, WITH A REPORT OF THIRTEEN CASES. 

The author does not follow Berkeley and Bonney in his description of krau- 
rosis. He describes a first stage of swelling seen histologically as a pronounced 
acanthosis, keratosis and leucocytic infiltration. The second stage is that of 
irritation. The skin becomes white, firm and excoriated from scratching. 
The eleiden granules stain deeply and the connective tissue shows chronic in- 
flammatory changes. The third stage is one of contracture of the parts. The 
epithelium is thin and flat, eleiden granules are sparse and there are islands of 
round cells. The elastic tissue is decreased and broken up. Carcinoma de- 
velops in 50 per cent of the cases. Excision of the vulva is the best treatment. 
ON THE SUPPORTS OF THE UTERUS. 

Koster contends that there is no ligament in the base of the broad liga- 
ment which might by its presence be able to support the uterus. Thus the 
aetiology of prolapse can have no relation to supposed injury to these non- 


existent structures and treatment based on their shortening has no rational 
basis. 


INTERNAL ROTATION OF THE FOETAL HEAD FROM THE VIEWPOINT OF COMPARA- 
TIVE OBSTETRICS. 
Rudolph and Ivy seek to show that the uterus alone, not the pelvic bones 
or soft parts, determines the rotation of the foetus during labour. 


THE BERCOVITZ TEST FOR PREGNANCY. 
King concludes that the test is not sufficiently reliable to be of value in 

doubtful cases of pregnancy. It is, however, an interesting phenomenon and 

merits investigation in the hope that the explanation of it will throw light on 

the physiology of pregnancy. 

QUININE INSUFFLATION TREATMENT OF TRICHOMONAS VAGINALIS. 


The authors report good results in a few cases from the insufflation of 
quinine into the vagina for the cure of trichomonas infections. 


SOME PHASES OF THE TOXAEMIAS OF PREGNANCY. 

Solomons contends that any theory as to the cause of albuminuria must 
assist in determining suitable clinical treatment. He postulates the deficiency 
of a ferment which should neutralize both placental toxins and hypothetical 
food poisons. Premature labour must be induced in cases of simple albumin- 
uria which are not cured in three days by a diet of glucose and water. 
Eclampsism (pre-eclampsia) is treated in the same way with the addition of 
morphia. Eclampsia is treated by purgatives, gastric and colonic lavage, 
morphia and the sub-mammary infusion of saline. Active termination of the 


pregnancy is not advocated. The mortality at the Rotunda Hospital is 12.9 
per cent. 
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Hyperemesis gravidarum is diagnosed when either the test for albumin or 
Fouchet’s test is positive. Treatment is on similar lines to the other toxic 
conditions. Evacuation of the uterus by vaginal hysterotomy is undertaken 
if improvement does not follow. The mortality at the Rotunda Hospital is 
12.5 per cent. 

Accidental haemorrhage is treated by the sub-mammary infusion of saline 
and pituitary extract in doses of 2.5 units every quarter of an hour up toa 
total of 20 units. Morphine is useful. The mortality at the Rotunda Hospital 
is 3.78 per cent. 


New MEtuHops oF StuDy APPLIED TO MATERNAL MORTALITY IN THE HOSPITAL. 
This article is a defence of the obstetric unit in a general hospital and seeks 
to show that the crude figures of mortality are misleading. 


A StuDY IN CORRELATION OF THE SEDIMENTATION TEST, FILAMENTATION-NON- 

FILAMENTATION, AND THE WHITE-CELL COUNT IN GYNAECOLOGY. 

The authors find that the accuracy of the sedimentation test was 91.4 per 
cent. The filamentation-non-filamentation test, which is the proportion of 
immature white cells, is of similar accuracy. The white-cell count is not 
dependable. 


THE RELATION BETWEEN EXOGENOUS THROAT STREPTOCOCCI AND PUERPERAL 
INFECTION. 
The author draws the following conclusions from certain outbreaks of in- 
fection by haemolytic streptococci :—(1) Nasopharyngeal carriers of haemoly- 
tic streptococci are a most dangerous source of severe puerperal sepsis. (2) 


Carriers are potentially dangerous. (3) The patient is most frequently infected 
via the perineum. (4) Efficient masks must be efficiently worn. (5) Nurses 
should not be admitted to maternity training unless or until the throat-swabs 
are negative for haemolytic streptococci. 


LESIONS OF THE PLACENTAL VESSELS. 

The purpose of this paper is to describe certain lesions of the placental 
vessels and to discuss their relation to the pathology of the placenta and the 
life of the foetus. Inflammatory lesions of the membranes, placenta or um- 
bilical cord were found in 10 per cent of the 650 placentae which were ex- 
amined. The inflammatory process starts in the membranes adjacent to the 
internal os uteri and spreads thence to the placenta and finally the cord. 
The evidence goes to show that the infection occurs during labour. It is sur- 
prising that more babies do not succumb to the effect of the bacteraemia 
which is attributed to the facility with which foetal tissues desroy bacteria. 

The author finds that the obliteration of the placental vessels is the result 
and not the cause of placental infarcts. 


OVARIAN STRUMA: A MORPHOLOGICAL, PHARMOCOLOGICAL AND BIOLOGICAL 
EXAMINATION. 
About 70 cases of struma ovarii have been reported and the author in 
reporting three more examples is chiefly concerned in settling the long- 
standing dispute as to whether the thyroid-like tissue is functionally active. 


He has proved that the tissue is thyroid tissue chemically, pharmacologically 
and biologically. 
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THE Use oF FOLLICULIN IN INVOLUTIONAL STATES. 

Sevringhaus writes enthusiastically of the use of folliculin in the meno- 
pausal manifestations which have been used with equal success by hypdermic 
injections or by vaginal suppositories. Tablets taken by the mouth have 
been less successful. 


A SURVEY OF CAESAREAN SECTIONS PERFORMED IN PHILADELPHIA DURING 1931. 

A great deal of information on the use and abuse of Caesarean section has 
been obtained from these statistics. The average incidence of the operation 
was 2.4 per cent of the total deliveries in hospital. At one hospital the 
Caesarean section rate was 16 per cent. The classical operation was more ex- 
tensively employed than the low segment operation, although these statistics 
show, as has been shown elsewhere, that the mortality of the low operation 
is half that of the classical. Spinal anaesthesia has proved dangerous. 
The maternal mortality was 6.8 per cent. Once more it has been shown that 
Caesarean section is not good treatment for eclampsia, the mortality being 
35-7 per cent. 


THE SIGNIFICANCE 
VAGINITIS. 
Hibbert’s observations have led him to question the pathogenicity of the 

trichomonas and to doubt if it has much to do with the disease. He has tried 

a method of treatment by a bouillon filtrate of all the vaginal organisms. He 

assumes that the streptococci were the causal organisms and that, ex hypo- 

thesi, the filtrate is active because of the toxins produced by this organism. 

This assumption was rather severely criticized in the discussion of the paper. 

Using either a stock or autogenous filtrate, a tampon soaked in the solution 

is placed in the previously dried vagina each day. As with the innumerable 

methods of treatment which have been advocated for this perplexing con- 
dition the author claims good results. The cases have not been under 
observation long enough to assess the value of the treatment, although the 
work is interesting and may prove to be valuable. 


OF THE STREPTOCOCCUS IN TRICHOMONAS VAGINALIS 


THE FAscIA SURROUNDING THE VAGINA, ITS ORIGIN AND ARRANGEMENT. 

Spears finds that the pelvic fascia is a double layer reflected from and 
continuous with the superior fascia of the levatores ani muscles, and that 
they are true fasciae. 


GRANULOSA-CELL HYPERPLASIA OF 1HE OVARY. 

Brewer and Jones, from a study of three specimens, have formed the con- 
clusion that these growths are probably benign and are due to hyperplasia of 
the granulosa cells, and not to true tumour formation. They have found both 
follicles and ova in the masses which they believe to have their origin in 
embryonic rests of germinal epithelium. 


SMALL DosEs OF X-RAYS FOR AMENORRHOEA AND STERILITY. 

Edeiken has treated 56 patients for amenorrhoea by means of small doses 
ot X-rays and 4o returned to normal menstruation. Both the pituitary gland 
and the ovaries were radiated except for four patients, two of whom had radia- 
tion to the pituitary gland alone and two to the ovary alone. In assessing 
these results it should be noted that the longest period of amenorrhoea was 
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three vears and that the duration of amenorrhoea is not given for the other 
cases. He was also very successful with cases of sterility (duration not given’ 
in that he had 14 cures in 33 patients. 


TUBULAR ADENOMA (ARRHENOBLASTOMA) OF THE OVARY. 

Spielman describes a case of this rare tumour which was first described 
by Langhans in 1897. He has been able to find records of only 24 cases. The 
tumours have either (1) a regular and typical tubular arrangement; (2) an 
irregular and atypical arrangement of tubules or irregular epithelial cords; or 
(3) a mixture of typical and atypical tubules and cords. Masculinization of 
the patient was present in some degree in each group, but was most marked 
and most frequent in the atypical group. On account of the frequency of 
masculinization Meyer has proposed the term arrhenoblastoma. 

The specimen reported upon was found in a woman who died of cerebral 
haemorrhage who had marked male characteristics. 


W. W. King. 


Surgery, Gynecology and Obstetrics. 


Vol. lvii, No. 2, August 1933. 
*The effect of the anterior lobe of the hypophysis on conception and pregnancy 
in the guinea-pig. G. Lombard Kelly. 
Vol. lvii, No. 3, September 1933. 
*Placenta accreta; a review of the literature and the report of two cases. 
L. E. Phaneuf. 


Vol. lvii, No. 4, October 1933. 

*Intra-abdominal pressure created by voluntary muscular effort. (1) The 
technique of measurement by a vaginal balloon. D. P. Murphy and 
W. F. Mengert. 

*Rupture of the symphysis pubis during delivery. B. F. Boland. 


THE EFFECT OF THE ANTERIOR LOBE OF THE HYPOPHYSIS ON CONCEPTION AND 

PREGNANCY IN THE GUINEA-PIG. 

This investigation was undertaken as a corollary to one previously reported 
concerning the effect of injections of oestrin on conception and pregnancy in 
the guinea-pig. Since it had been found that small doses of oestrin prevented 
conception and that larger doses caused abortion, it was considered possible 
that stimulation of the follicular apparatus of the ovary might result in the 
production of sufficient oestrin to bring about the same results. After making 
several experiments it was found that injections of the freshly-expressed juice 
of the anterior lobe of the bovine hypophysis or an extract of hypophyseal-like 
hormones from the urine of pregnant women, into sexually mature female 
guinea-pigs, did not prevent conception when administered in serial daily 
doses beginning on the day of copulation, but they did cause abortion when 
given in a like manner to animals in any stage of pregnancy. 


PLACENTA AccRETA, A REVIEW OF THE LITERATURE AND THE REPORT OF Two 
CASES. 
The author has reviewed the literature on placenta: accreta, collected 82 
cases and grouped them under four heads, namely: those treated by manual 
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extraction, those treated by abdominal hysterectomy, those treated by vaginal 
hysterectomy, and one case treated by Caesarean section. 

In the series of 36 cases treated by manual extraction, 26 mothers died 
and 10 recovered, a mortality of 72.1 per cent. Abdominal hysterectomy 
caused 32 recoveries and two deaths in a group of 34 cases, a mortality of 5.8 
per cent. There were 11 cases of vaginal hysterectomy, seven mothers 
recovered and four died, a mortality of 36.3 per cent. One mother was 
treated by Caesarean section; this case was one of partial placenta accreta, 
which recovered. 

In studying these cases the author found that in the presence of retained 
placenta without bleeding and without the signs of separation aseptic 
exploration of the uterus, under anaesthesia, is called for in order to establish 
the diagnosis between simple adherent placenta and placenta accreta. Manual 
removal is impossible with true placenta accreta. Removal by morcellation 
results in rupture of the uterus, haemorrhage, sepsis and usually death. When 
the diagnosis of placenta accreta is established the treatment should be 
hysterectomy and blood transfusion, if the loss of blood has been severe. 
Two cases of placenta accreta, one complete and one partial, are reported. 


INTRA-ABDOMINAL PRESSURE CREATED BY VOLUNTARY MUSCULAR EFFORT. 

(1) THE TECHNIQUE OF MEASUREMENT BY A VAGINAL BALLOON. 

A rubber balloon has been used by the authors for insertion into the vagina 
for the purpose of measurement. The pressure recorded in the vagina when 
the patient strained was influenced by a number of circumstances. Sudden, 
sharp, muscular contraction set the mercury column, with which the balloon 
was connected, into simple rhythmic vibration. Under such conditions the 
column of mercury reached a much higher level on the first upward movement 
than when the muscular contraction was slow. If the patient was instructed 
to strain slowly and to maintain her maximal effort for an appreciable time, 
this difficulty was eliminated. These observations were confirmed by kymo- 
graphic records of each type of muscular effort. They demonstrated clearly 
that sudden, sharp contractions gave erroneous results, but that slow, steady 
effort gave truc readings. The efforts of a patient on the first test day were 
usually weaker than on subsequent ones, due to the newness of the experience 
and lack of habit. The ability of the patient to equal her highest record on a 
given day, when under otherwise identical experimental conditions, was 
lowered by worries not connected with the test. It was found essential to 
indicate the moment for each effort by a command, constant in word and 
tone. Deviation from this procedure resulted in significant differences in the 
pressures which were created. The level of the reading was also affected by 
posture. The influence of this factor is treated in detail in the second paper 
of this series. A full bladder or rectum obviously limited the maximal effort. 
The authors are satisfied that their technique in using the vaginal balloon 


is satisfactory for measuring the intra-abdominal pressure created by voluntary 
muscular effort. 


RUPTURE OF THE SYMPHYSIS PuBIS DURING DELIVERY. 

Spontaneous delivery can produce a separation of the symphysis pubis, but 
this condition occurs more frequently in the multiparous patient. Pain and 
tenderness in the region of the pubic and sacro-iliac joints, palpable separation 
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at the symphysis, positive straight leg-raising, and peculiar gait, are the most 
common symptoms. Roentgenograms show the sacro-iliac involvement and 
confirm the separation of symphysis. Treatment consists in the use of a 
fracture board or Bedford’s frame, together with a tight swathe to relieve 
the acute stage of the lesion. The author describes a double belt which he 
advocates. It closes the sacro-iliac separation, restores the acetabula to the 
normal plane and removes the gap at the symphysis pubis. This double 
belt, he maintains, permits a shorter hospital convalescence and restores 
earlier function than other methods. 


C. D. Read. 


The Journal of The American Medical Association. 


Vol. ci, No. 2, July 8, 1933. 

Embryonai carcinoma of an abdominal testis in a pseudo-hermaphrodite. 
A. P. Vastola. 

*Pneumnococcal infection of the sacro-iliac joint complicating pregnancy, 

treated by radical resection. F. A. Chandler. 


Vol. ci, No. 3, July 15, 1933. 
*Acute epidemic poliomyelitis complicating pregnancy. M. B. Brahdy and 
M. Lenarsky. 


Vol. ci, No. 4, July 22, 1933. 

*Hormone diagnosis of viability of pregnancy. F. Spielman, M. A. Goldberger 
and R. T. Frank. 

Meningococcal meningitis in infancy. A. Brown and N. Silverthorn. 


Vol. ci, No. 6, August 5, 1933. 
*The present position of our knowledge of the function of the anterior lobe of 
the pituitary gland. H. M. Evans. 
Modification of Hank’s cervical dilator. R. L. Bradley. 


Vol. ci, No. 7, August 12, 1933. 
Foetal chondrodystrophy. Current Comment 


Vol. ci, No. 10, September 2, 1933. 
*Streptococcal septicaemia of haematogenous origin in a new-born infant. 
J. A. Ritter and Nathan Ralph. 
Differentiation of pregnancy and hydatidiform mole. M. Y. Dabney, G. G. 
Flinn and E. B. Dabney. 


PNEUMOCOCCAL INFECTION OF THE SACRO-ILIAC JOINT COMPLICATING PREGNANCY 

Two cases are described, one associated with an early abortion, the other 
developing in conjunction with an acute infection of the mastoid antrum in a 
patient who was approaching term, the pregnancy was normal. Radical 
resection of the ilium was performed in each case with complete success. An 
acute endometritis developed in the patient who aborted in the early months 
but there was no evidence that the uterine infection was produced by the 
pneumococcus. 
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AcuTE EPIDEMIC POLIOMYELITIS COMPLICATING PREGNANCY. 

Three cases are described. The first developed poliomyelitis at the end 
of her first pregnancy, she went to term, and gave birth to a normal baby. 
The second patient developed poliomyelitis about the middle of her pregnancy, 
she gave birth to a healthy infant which was born six weeks prematurely; 
her labour and puerperium were uneventful. 

The third patient developed poliomyelitis early in her pregnancy, during 
the second month; a therapeutic abortion was performed. 

The authors review the literature on this subject and come to the conclu- 
sion that poliomyelitis is a more frequent complication of pregnancy than is 
generally supposed, the disease may occur early in pregnancy; pregnancy and 
labour are not affected adversely, and in no instance has a mother who has 
developed poliomyelitis during pregnancy, transmitted the disease to her 
offspring. 


HORMONE DIAGNOSIS OF VIABILITY OF PREGNANCY. 

Thirty-three cases of pregnancy in which missed abortion was suspected 
were studied in order to determine the relation between the female sex hormone 
of the blood and the prepituitary hormone of the urine on the one hand, and 
the life or death of the foetus on the other. The Frank Goldberger method 
was used in studying the blood, and either the Friedman test or the Aschheim- 
Zondek test in the examination of the urine. A negative female sex hormone 
reaction was obtained when the foetus was dead (23 cases), and a positive 
reaction when the foetus was alive (eight cases), these results were all correct. 
A negative pregnancy reaction was obtained in 11 cases in which the foetus 
was dead, but in 10 cases the result was positive despite the fact that the 
foetus was dead. This gives results which are only approximately correct in 
50 per cent of the cases. 

The presence or absence of hormones depends on the degree of involution of 
the placenta and its attachment to the uterine wall. The authors, therefore, 
claim that the determination of the female sex hormone in the blood has 
proved, in their series of cases, an absolute indicator of the life or death of 
the foetus. The pregnancy test of the urine, on the other hand, is of value 
only when the reaction is negative. 


THE ‘PRESENT POSITION OF OUR KNOWLEDGE OF THE FUNCTION OF THE 
ANTERIOR LOBE OF THE PITUITARY GLAND. 
This paper is an able exposition dealing with all the aspects of the subject, 
but an abstract cannot be made on account of the wealth of detail throughout 
the paper. 


STREPTOCOCCAL SEPTICAEMIA OF HFMATOGENOUS ORIGIN IN A NEW-BORN 

INFANT. 

The authors report in detail a case in which the clinical evidence before 
delivery of the child and the pathological investigations after delivery make 
it almost certain that the mother was suffering from a haemolytic, streptococcal 
septicaemia before the baby was born. The infant developed cyanosis 24 
hours after delivery and subsequently died, after a severe haemorrhage from 
the nose and mouth. Haemolytic streptococci were obtained by culture trom 
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the child’s blood, the child’s lung, and the mother’s blood. The mother 
subsequently died, and at post-mortem was found to have general peritonitis 
and other terminal complications. 

The authors suggest that the infant was infected with the streptococcus 
before delivery, by way of the placental circulation. 
John Beattie. 


Johns Hopkins’ Hospital Bulletin. 


Vol. lii, No. 5, May 1933. 
*The effect of increasing parity on some obstetrical conditions. C. H. 
Peckham. 
Vol. lii, No. 6, June 1933. 
*Experimental acceleration of the rate of transport of ova through the 
Fallopian tube. G. B. Wislocki and F. F. Synder. 


EFFECT OF INCREASING PARITY ON SOME OBSTETRICAL CONDITIONS. 

An analysis was made of a series of consecutive deliveries of white and 
coloured patients. It was found that the maternal and foetal mortality rates 
rose with increasing parity and that these rates were considerably higher in 
coloured than in white races. Common obstetric complications were then 
analysed and interesting statistical tables were given to demonstrate the 
various groups. 

Malpresentations, such as breech and shoulder and multiple pregnancy, tend 
to increase with rising parity. Placenta praevia was a complication of multi- 
parity and was more common in white than in black patients. —Toxaemia was 
highest amongst primigravidae, both races being equal; whereas eclampsia was 
most common amongst black primigravidae. Puerperal infection was highest 
among black primigravidae and increased with increasing parity. White 
babies tended to be heavier than black ones, the birth-weight increased with 
parity in both cases. 


EXPERIMENTAL ACCELERATION OF THE RATE OF TRANSPORT OF OVA THROUGH 
THE FALLOPIAN TUBE. 
Anterior pituitary extract or urine from human pregnant women was in- 

jected into pregnant rabbits:in order to ascertain whether there was any 

acceleration in the rate of passage down the Fallopian tube of the ovum after 
second ovulation, the normal rate being three days. In these series it was 
found that ova of the second ovulation induced by pituitary hormone reached 
the uterus in less than 60 hours following injection. The underlynig factor 
for this acceleration was not determined, diminished muscular tone and 
peristalsis of the Fallopian tube at the isthmus were mentioned as possibilities. 
J. A. Moore. 


Gynécologie et Obstétrique. 


Vol. xxvii, No. 5, May 1933. 
*The fibro-muscular elements of the human placenta and their relation to the 
placental circulation. Dubreuil, Rivi¢re. 
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*The value of chemical sympathectomy in gynaecology. Binet. 
The estimation of the excretory function of the ovum and the volume of the 
liquor amnii. Albano. 
The extended indications tor intra-uterine exploration immediately after 
delivery, and its results. Keller, Bohler. 
*The site of ligature and section of the umbilical cord. Gousikoff. 
No. 6, June 1933. 
The ventilation of the lungs during pregnancy. Lorier, Goiffon, Parent. 
*A study of ovarian haemorrhages. -Cornil, Mosinger, Picaud. 
My method of local vaccination of the uterus in the treatment of puerperal 
infection. Spirito. 
*The phase of physiological sterility in women Macias de Torres. 
Torsion of the Fallopian tubes. Regad. 
Cysts of the fimbriated end of the Fallopian tube. Jeanneney, Magnant. 
Vaginal evisceration of the small intestine 14 years after vaginal hysterectomy. 
Rieunau. 
Vol. xxviii, No. 1, July 1933. 
The changes in the abdominal wall during pregnancy and the puerperium. 
Muret. 
A large pseudo-sarcomatous tumour arising from aberrant supra-renal tissue 
in the vicinity of the uterus. Desnoyers, Meyer, Isidor. 
*A rare form of folliculoma—the luteinized folliculoma of Lecéne. Plate. 
“Lymphoid metaplasia of the endometrium. Ferrari, Montpellier, Chiapponi. 


THE FIBRO-MUSCULAR ELEMENTS OF THE HUMAN PLACENTA AND THEIR RELATION 

TO THE PLACENTAL CIRCULATION. 

The factors determining the circulation of the maternal blood in the 
intervillous spaces of the placenta are still obscure. The pressure there is so 
low that the existence of local adjuvant elements to assist the onflow of blood 
must be considered likely. Although the contractions of the uterus appear 
to be most concerned, the authors consider that their ryhthm is too slow and 
irregular during pregnancy for them to be seriously considered. 

Mikulicz-Radecki has shown that when a fresh human placenta is perfused 
from a dog rhythmical movements of the villi occur, synchronous with the 
animal’s pulse-rate. In order to ascertain if possible the morphology of this 
phenomenon the authors have made a histological study of the plain muscle of 
the placenta. They find a layer of plain muscle disposed parallel to the surface 
of the placenta with branches passing from it along the axis of the main villous 
trunks, independent, however, of the walls of the vessels. These bundles do 
not come into direct contact with the syncytium in any place. 

Thev liken this fibro-muscular network to the plain muscle of the trabeculae 
which surround the blood-spaces of the spleen, and consider that it has a similar 
action in the emptying of the intervillous blood-spaces. 


THE VALUE OF CHEMICAL SYMPATHECTOMY IN GYNAECOLOGY. 

Binet contributes a general review of the indications and technique of 
chemical sympathectomy, and describes six of his own cases. The procedure 
was first devised by Doppler of Vienna in 1926, and used by him mainly as 
a rejuvenating measure. This effect of the operation has been confirmed by 
V. Pauchet in France. 

Chemical sympathectomy, however, has a definite place in the relief of 
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the functional disorders of the genitai tract. Its indications are those of 
sympathetctomy in general, and in his list the author enumerates almost every 
functional gynaecological condition; its only common indication, however, 
being pain, for the relief of which the operation was performed in all of his 
six cases. Its advantages over surgical sympathectomy are claimed to be 
simplicity, the absence of haemorrhage and the completeness of the denerva- 
tion obtained. The author uses a solution of tricresol, in the strength of six 
per cent; after opening the abdomen, he injects about 20 cubic centimetres 
beneath the peritoneum over the sacral promontory, and 15 cubic centimetres 
into each mesovarium, guarding the intestines from contact with solution. 
Relief was obtained in all six cases. In three of the cases a mild icteric 
tinging of the conjunctivae was noted for a few days after the injection and 
was interpreted as being due to absorption of the phenol. In one case a mild 
femoral phlebitis occurred after the injection and disappeared after six days. 
As often occurs after surgical sympathectomy, the operation was followed in 
one case by free uterine bleeding. 


THE SITE OF LIGATURE AND SECTION OF THE UMBILICAL CorD. 

Gousikoff advocates division of the cord not only near the umbilicus, but 
also two or three centimetres from the vulva, making sure that none of the 
cord is coiled up within the vagina. The risk of ascending infection from a 
coiled cord being drawn up into the vagina is thereby minimized. 


A STUDY OF OVARIAN HAEMORRHAGE. 

The authors have examined microscopically a series of 250 ovaries removed 
at operation. Their object has been to elucidate the pathology of ovarian 
haemorrhage, of intraperitoneal haemorrhage in particular, arising from the 
ovary in the absence of an ovarian pregnancy. They emphasize the need for 
careful exclusion of ovarian pregnancy by the following criteria, which were 
satisfied in three of their cases of intraperitoneal haemorrhage of ovarian 
origin: (1) No history of a delayed or missed period. (2) The absence of villi 
from the ovary as shown by serial sections. (3) The presence of normal 
appendages. (4) No evidence of a tubal abortion, particularly an old one 
which has ceased to bleed. 

They found interstitial, intracystic and multiple haemorrhages in 46 of 
their 250 cases, a percentage of 18. In two cases the ovary was the site of an 
acute infection, in eight a tumour was present, in one an endometrioma, 25 
showed fibrosis and cystic change, but in 14 no lesion other than the haemorr- 
hage was present. Free intraperitoneal blood was present in association with 
the ovarian haemorrhage in three cases without, however, any symptoms 
attending its presence. It would appear that there are many grades of intra- 
peritoneal haemorrhage of ovarian origin, from a quiet leak to a dramatic 
flooding. The blood may come from rupture of the veins which lie between 
the surface of the ovary and a newly formed corpus luteum, but in most cases 
no vascular rupture can be found and they attribute the bleeding to undue 
capillary permeability. The large number of cases in which haemorrhage is 
found in an otherwise normal ovary shows that there must be some functional 
defect, possibly hormonal in nature, responsible for the bleeding. 


THe PHASE OF PHYSIOLOGICAL STERILITY IN WOMEN. 
The author considers that ovulation takes place invariably 14 to 16 days 
before menstruation begins. On the assumption that the spermatozoa live 
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three or four days, he considers that the safe period, or period of physiologicai 
sterility, lasts for 10 days after the period has ceased. Restriction of coitus 
tc this period has been successful in preventing conception in 10 families which 
the author has personally advised. 


A Rare Form oF FOLLICULUM—THE LUTEINIZED FOLLICULOMA OF LECENE. 

The author removed from a woman aged 23 years a solid tumour, as large 
as an orange, having the following microscopical structure: (1) For the greater 
part it consisted of plexiform bands of cells, each composed of two layers of 
cylindrical cells with basal nuclei and a protoplasm rich in birefringent lipoids. 
The birefringent phenomenon disappeared on heating, characterizing the 
lipoids as cholesterin esters. In places the bands were cut transversely and 
the cells were seen to be disposed radially round a small central lumen, giving 
somewhat the appearance of a primitive follicle. (2) In other places the cells 
were smaller and less rich in fats, usually surrounling amorphous spherules 
staining pink with eosin. (3) In other places the cells were disposed as 
rosettes round lumina containing cells undergoing colloid degeneration. 
Mallony’s stain showed these central degenerate cells to be connective tissue. 

The clinical history was as follows: Two years previously curettage was 
performed for menorrhagia and revealed a hyperplastic endometrium. Afier 
the curettage the periods became irregular. For seven months before the 
operation amenorrhoea was present and colostrum was present in the breasts. 
Pregnancy was excluded. After removal of the tumour, the periods became 
regular once more and colostrum disappeared from the breasts. 

In arriving at a decision as to the nature of the tumour the author reviews 
the pathology of lipoid tumours of the ovary. The histological differences 
between a hypernephroma and a luteoma are difficult if not impossible to 
establish. Glynn’s opinion that all the ovarian tumours previously described 
as hypernephromata are of luteal origin is approved. As with true renal 
hypernephromata both virilism and menstrual disturbances have been des- 
cribed in association with luteomata. 

The diagnosis of a lutealized folliculoma was decided on for the following 
1easons: (1) The luteal change was not uniform throughout the tumour. All 
grades of transition between cells rich in lipoids and those devoid of lipoids 
were seen. (2) Clinically the initial menorrhagia with endometrial hyperplasia 
suggested the original formation of a folliculoma. Luteal transformation of the 
cells of this tumour then caused pseudo-pregnancy, the cells having the 
hormonal characters of the normal corpus luteum. Removal of the tumour 
caused suppression of this hormonal activity and the periods became regular 
once more. He considers that the luteinization was due to a reciprocal action 
of the folliculoma and the anterior lobe of the pituitary gland. An extensive 
bibliography is appended. 


LYMPHOID METAPLASIA OF THE ENDOMETRIUM. 
Curettage was performed for irregular bleeding of 10 months’ duration, 
commencing after a period of amenorrhoea which had lasted three months. 
The patient was a healthy woman who was aged 36 and had had six children. 
She had also had three abortions. 
The right ovary was slightly enlarged. The endometrium was replaced by 
dense lymphoid tissue showing characteristic lymphoid germinal centres. 
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There was not any evidence of inflammatory changes. Very few epithelial 
cells were present. 

The case presented similar clinical features to those previously described 
as associated with lymphoid metaplasia, viz., irregular free bleeding, numerous ~ 
pregnancies and abortions, and a cystic ovary. The one atypical feature of 
the case was the absence of any associated glandular hyperplasia of the endo- 
metrium. 


P. Malpas. 


Bulletin de la Société d’Obstétrique et de Gynecologie de 
Paris, etc. 


No. 5, May 1933. 
SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 
Pregnancy complicated by phlebitis and volvulus of the pelvic colon; two- 
stage resection of the colon with recovery. Bloch, Kohn. 
lhe effect of an aesthetic. submammary incision on the subsequent function 
of the breast. Schwaab. 
The management of menopausal bleeding, excluding bleeding due to fibroids. 
Moulonguet, Gasne. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 

The cure of ophthalmia neonatorum by protargol. Rhenter, Bujadoux. 

*The diagnostic difficulties of certain forms of retto-uterine haematoma. 
Labry, Pigeaud. 

Eclampsia in a syphilitic; specific choroiditis; medical induction of labour. 
Rhenter, Dardaillon. 

An unusually prolonged puerperal infection. Voron, Brochier. 

The condition of a lower segment scar 70 days after operation. Trillat, 
Dargent. 

An ovarian cyst with prolapse in a primagravida. Baron. 

Detachment of a normally situated placenta. Gaucherand. 

Sudden death in a case of hyperemesis. Gonnet, Banssillon, Vial. 

Bilateral polycystic kidneys in a new-born child. Banssillon, Guichard. 

Demonstration of obstetric films suitable for teaching. Pigeaud, Chevalier. 

The use of lipiodal in the diagnosis of haematocoele. Trillat, Michon, Boulez. 

Intraperitoneal haemorrhage due to rupture of a corpus luteum. Condamin. 

Caesarean section for dystocia after amputation of the cervix. Gonnet, 
Mermet. 

An encysted placenta. Rhenter. 

Bacillus coli meningitis in a new-born child. Rhenter, Dardaillon. 

Placenta praevia. Voron, Pigeaud. 

An ovarina cyst obstructing three successive labours. Trillat. 

An anomalous Zondek-Aschheim reaction. Rochet, Barral. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY. 


Spontaneous opening of an unruptured pyosalpinx into the peritoneal cavity. 
Hamant. 


Perforation of a pyosalpinx into the peritoneal cavity; subtotal hysterectomy 
and recovery. Rousseaux, Vichard. 
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The use of posterior pituitary extract in menorrhagia. Binet, Weissmann. 
Puerperal bleeding. Vermelin, Méline. 

Spinal anaesthesia in eclampsia. Hartemann. 

An ovarian tumour causing profuse menorrhagia at its onset. Hamant, 
Chalnot. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE STRASBOURG. 
Two cases of slow progression of a tubal abortion. Webhrung. 
“The treatment of acute appendicitis during pregnancy. Kleinknecht, 
Tassovatz. 
Rupture of an old Caesarean scar at the seventh month of pregnancy. Weiss. 
Ophthalmia neonatorum after Caesarean section. Koutselff, Dreyfus. 
*Chorion-epithelioma of the Fallopian tube. Fleurent, Keller, Meyer. 


No. 6, June 1933. 
SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 
A molar pregnancy with bilateral ovarian cysts in a girl aged 14. Hristu. 
Hysteropexy, pregnancy and labour. Hristu. 
*The control of the uterine vessels by the myometrium. Durante. 

Pruritus vulvae. Levy. 

Pruritus vulvae; a case treated in turn by X-rays, diathermy, hysterectomy, 
resection of presacral nerve and finally excision of the vulva. Brocq, 
Deseaux. 

*Conclusion of discussion on pruritus vulvae. Bernard. 


The treatment of malignant ovarian cysts with radium and X-rays. Douay. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE D’ALGER. 
*A bilateral coxalgic pelvis in a woman of 40 years who has never walked 
except on all fours. Laffont. 
*A case of male pseudo-hermaphroditism. Laffont, Ezes. 
A case of publioplasty for occlusion of the vulva due to osteomalacia. 
Laffont, Bonafos. 
Three further cases of high pain in rupture of ectopic pregnancy. Laffont, 
Ezes. 
Remote pain with gynaecological lesions. Laffont 
High pain with rupture of extra-uterine gestation. Lagrot. 
A note on Caesarean section for breech presentation. Laffont, Fulconis. 
Cancer of the cervix with pregnancy, after nephrectomy for renal tuberculosis; 
recovery after total hysterectomy. Fulconis. 
A case of catastrophic bleeding due to a fibroid. Fulconis. 
A case of Benkiser’s haemorrhage (rupture of a velamentous vessel). Lafont, 
Bonafos. 
Abortion in a uterus bicornis unicollis. Lafont, Ezes. 


SOCIETE D’OBSTEFRIQUE ET DE GYNECOLOGIE DE BORDEAUX. 
An early case of retroplacental haemorrhage. Faugére. 
*Torsion of a pregnant uterus through go degrees. Andérodias, Mahon. 
Two cases of congenital oedema of the foetus. Andérodias, Dupérie, Mahon, 
Dubarr. 
Pernicious anaemia of pregnancy. Faugétre. 
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How to avoid suppuration in the abdominal wound after lower segment 
Caesarean section. Mahon. (To appear later in Gyndcologie et 
Obstétrique. 

Carcinoma of the cervix simulating pregnancy. Bégouin. 

The treatment of placenta praevia in the Obstetric Unit of the University of 
Bordeaux from 1920 to 1932. Andérodias, Mahon. 

Failure of version under spinal anaesthesia. Andérodias, Mahon. 

A case of torsion of healthy appendages. Guyot, Traissac, Courriades. 

Secondary puerpera: haemorrhage. Péry. 

Secondary puerperal haemorrhage. Mahon. 

A case of haemolytic streptococcal puerperal infection treated with Vincent’s 
serum; recovery. Andérodias, Mahon, Chastaignier. 

_Suppurative puerperal thrombo-phlebitis; recovery with high ligature of the 
right ovarian vein. Andérodias, Villar, Mahon. 

Retroplacental haemorrhage treated by conservative Caesarean section. 
Péry. 

Conservative Caesarean section for retroplacental haemorrhage. Mahon. 

Uterine haemorrhage due to Bright’s disease. Andérodias, Mahcn. 

Two cases of rupture of the uterus. Mahon. 

The suture of the abdominal wall after the lower segment operation. Faugére. 

*Prolapse of the umbilical cord. Andérodias, Mahon, Dagorn. 


REUNION OBSTETRICALE DE LILLE. 
intestinal obstruction due to gangrenous appendicitis during pregnancy. 
Favreau, Klein, Batteur. 7 
*Spontaneous, insidious rupture of a gravid uterus at the thirty-second week of 
gestation; death after Porro’s operation. Bué, Palliez, Gernez. 
A case of an ovarian apoplexy and a dermoid cyst. Gelleé. 
A case of inoperable carcinoma cervicis treated successfully with radium nine 
years ago. Le Fort. 
A case of haematocolpos and imperforate hymen. Paucot. 
*A case of imperforate hymen with purulent metritis. Favreau, Batteur. 
A rare hymeneal traumatic lesion. Muller, Helle. 
Severe menorrhagia in a girl aged 13 due to fibro-cystic ovaries. Picard, Olry. 
Abdominal haemorrhage of ovarian origin. Collé, Montagne. 
Caesarean section for fractured pelvis. Paucot, Gellé. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE MARSEILLES. 
An ectopic pregnancy associated with an ovarian cyst. Verdeuil, Paillas. 
Simultaneous torsion of bilateral ovarian cysts associated with a pregnancy 

of two months’ duration. Cottalorda. 


Menorrhagia due to blood dyscrasia, and metrorrhagia due to ovarian 
dysfunction. Bourde. 


Appendicitis during pregnancy. Cottalorda, Gavaudan. 
Cases of placenta praevia. Verdeuil. 
Central placenta praevia and Delmas’s method. Davéo. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE MONTPELLIER. 
A case of polydactyly. Delmas, Battle, Sauvy. 
Two cases of fibroids during pregnancy. Massabua, Guibal, Cazals. 
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Two cases of cystic pelvic tumours developing after hysterectomy. Riche, 
Mourgue-Molines. 

A malignant papiltary ovarian tumour. Goldewski. 

Perforation of a pyosalpinx into the general peritoneal cavity. Massabau, 
Guibal. 

Perforation of the fundus during dilatation; suture and recovery. Massabau, 

Gnibal. 


THE D1aGNostTic DIFFICULTIES OF CERTAIN 

HAEMATOMA. 

Two cases of pelvic haematocoele, in which the condition was overlooked 
ewing to the close connexion between the uterus and the organizing blood-clot, 
are described. In the first case, in which retention of urine was a prominent 
feature, the mistaken diagnosis of retroversion of the gravid uterus was made. 

In the second case, known to have a fibroid, the diagnosis of degenerative 
changes in the fibroid was at first made. 


ForRMsS OF RETROPERITONEAL 


AN ANOMALOUS ZONDEK-ASCHHEIM REACTION. 

Suspecting a pregnancy because of the congested appearance of the uterus at 
laparotomy on a woman three weeks after the period, Zondek’s and Aschheim’s 
test was made and proved negative. The menstrual periods did not return, 
however, and two months later the uterus was found to be enlarged, and the 
test then positive. 


THE TREATMENT oF ACUTE APPENDICITIS DURING PREGNANCY. 

Seven cases of acute appendicitis occurring during pregnancy are described. 
The one death occurred five days after operation, the appendix being 
gangrenous. Five patients continued to term, one labour was premature at 
the seventh month; in every case appendicitis developed between the fifth 
and seventh months. The authors advocate immediate removal of the 
appendix with free drainage and the use of anti-gas-gangrene serum. They 
are opposed to evacuation of the uterus. 


CHORION-EPITHELIOMA OF THE FALLOPIAN TUBE. 

The patient, a multipara, aged 45, presented herself with a painful adnexal 
tumour. Apart from a supposed abortion six years previously, her menstrual 
history was normal. Subtotal hysterectomy was performed and the tumour 
was found to be a chorion-epithelioma. Despite post-operative deep X-ray 
therapy she died six months later from recurrence of the growth in the pelvis. 

The authors refer to and consider 32 similar cases described in the literature. 
They divide the history of tubal chorion-epithelioma into three periods: 
(1) The period of extra-uterine gestation; (2) the latent period sometimes lasting 
several years; (3) the period of growth. While in many cases chorion- 
epithelioma of the Fallopian tube has been proved to date from an ectopic 
gestation, the occurrence of ectopic metastases with a uterine pregnancy, e.g. 
in the vulva, makes it likely that sometimes tubal chorion-epithelioma also 
arise in a similar manner. A third possible origin is from: a teratoma, as 
commonly occurs in testicular teratomata. Mascroscopically, the tumour 
closely resemble a haematosalpinx, being very friable and often adherent to 
adjacent structures. The diagnosis presents many difficulties. The chief 
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points are: (1) A history of an ectopic gestation. (2) A latent period. 
(3) The reappearance of small haemorrhages with abdominal pain. (4) The 
rapid growth of an adnexal tumour. (5) Metastases in the vulva or vagina. 
(6) An empty uterine cavity and a uterus of normal size. (7) The rapid 
development of cachexia and anaemia. (8) The development of general 
mestastases. The prognosis is poor; of the 32 recorded cases, three have 
survived for two or more years. 


THE CONTROL OF THE UTERINE VESSELS BY THE MYOMETRIUM. 

In Durante’s opinion the interstitial tissue of the myometrium has more 
importance than is generally recognized. In addition to the transformation 
ot its myogenic fibroblasts into muscle fibres during pregnancy it contains 
large numbers of neuro-myo-arterial formations, similar to those found in 
the carotid body and Luschka’s gland, which act as local regulators of the 
uterine circulation. He has previously described a case of a tumour of the 
uterus resembling a tumour of the carotid body (Soc. d’Obstétr. et de Gyn., 
1927). The uterus is to be regarded not only as a simple muscular envelope 
to the foetus, but primarily as a regulator of the placental circulation. 


PRURITUS VULVAE: SUMMARY OF DISCUSSION. 

Bernard summarizes his views as follows: (1) Pruritus vulvae is often 
merely the peripheral expression of some pelvic sympathetic irritation by a 
genito-urinary or intestinal lesion. Its pathology is the same in both sexes 
and the uncertainty of its pathology is shared by other dermatological lesions 
ot the vulva, elephantiasis, chronic ulceration, kraurosis. (2) In intractable 
cases laparatomy is indicated before purely symptomatic measures such as 
the resection of the nerves are performed. 


A BILATERAL COXALGIC PELVIS. 

The patient, aged 40, as a result of bilateral coxalgia in infancy resulting 
in ankylosis with a severe flexion deformity, had never walked but on her 
hands and feet. The pelvis, as a result, had never been modified by the 
erect posture. The normal lumbar lordosis had not developed. The sacrum 
was flat and a real promontory was not present. The measurement of the 
outlet was increased and the ischial spines were unduly prominent. Her first 
labour was normal. In the second the vertex became arrested by the projecting 
ischial spines and embryotomy was necessary. 


A Case OF MALE PseUDO-HERMAPHRODITISM. 

The patient, aged 20, had a feminine beardless face, abundant hair and 
well developed breasts; the voice was masculine; the pelvis was of the male 
type. The scrotum was completely split, resembling the two labia majora, 
each half containing a well-developed testis. The penis was diminutive, 
complete hypospadias was present and the urethra was patulous. The 
prostate was normal. The mental habitus was that of a woman. 


TORSION OF A GRAVID UTERUS THROUGH 90 DEGREES. 

The torsion occurred spontaneously at the thirty-second week of pregnancy. 
It was attended by severe, continuous abdominal pain, There was a slight 
external loss of blood. The signs of toxaemia of pregnancy were not present, 
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and, apart from the pain, the patient’s general condition was good. Rupture 
ot the membranes did not give relief. 

At laparotomy tke uterus was found twisted to the right through 
go degrees. A malformation was not present. The whole of the uterus was 
infiltrated with blood and a large retroplacental clot was also present. 
Hysterectomy was performed. 

As a result of this experience the authors question Portes’s view that 
torsion is never the cause of accidental haemorrhage, and cite, with approval 
of the opinion of Polak that, after toxaemia, torsion is the commonest cause 
of ablatio placenta. 


PROLAPSE OF THE UMBILICAL CORD. 

The authors analyse 62 cases of prolapse of the umbilical cord, drawn from 
a series of 11,000 deliveries, a percentage of 0.56. The respective presentations 
were distributed as follows: Vertex 60 per cent instead of the normal 96.5 per 


‘cent, breech 24 per cent instead of the normal 2.5 per cent, shoulder 8 per 


cent instead of the normal 0.5 per cent, face and brow 3 per cent instead of 
the normal o.5 per cent. 

Caesarean section was performed in only one case. Of the remaining 61 
cases of delivery per vias naturales, 31 children were delivered alive, a foetal 
mortality of only 50 percent. Excluding six cases in which the foetus weighed 
less than three pounds and two in which it was macerated, the authors arrive 
at a true foetal mortality of 26 per cent. They have practised all the routine 
methods of treatment, but conclude that the condition is best dealt with by 
immediate extraction, either by the forceps or by version, which in their hands 
have given similar results, if the cervix is fully dilated. Othe1wise, lower 
segment Caesarean section is indicated, and its use discounts the value of 
the older temporizing measures such as reposition. 


SPONTANEOUS, INSIDIOUS RUPTURE OF THE UTERUS AT THE THIRTY-SECOND 
WEEK OF GESTATION; DEATH AFTER PORRO’S OPERATION. 
The uterus had previously been curetted and the rupture was judged to 
have occurred through the scar of an unrecognized perforation of the uterus 
by the curette. 


IMPERFORATE HYMEN; PURULENT METRITIS. 

A case of haematocolpos in a girl aged 14 is described; the imperforate 
hymen was first dealt with by puncture of the hymen and the aspiration of 
2,000 cubic centimetres of altered blood. During the next two weeks severe 
pelvic peritonitis with an offensive purulent vaginal discharge gradually 
developed. The infection only subsided after free incision of the membrane, 
when the cervix was found dilated and the uterus distended with pus. She 


made a good recovery and a normal menstrual period occurred two months 
later. 


TUBERCULOSIS OF THE CERVIX. 

A shallow friable ulcer, as large as a pea, on the anterior lip of the 
external os proved on section to be tuberculous. The uterus was freely 
movable; curettage revealed normal endometrium. No other tuberculous 
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lesions could be found in any other organs. The ulceration resolved spon 
taneously and completely in 12 months’ time under general treatment and the 
local application of icthyol tampons. The authors consider the case an 
instance of primary tuberculosis of the cervix. 

P. Malpas. 


La Gynécologie. 


July 1933. 
*The operation of Caesarean section in eclampsia and pre-eclampsia. Bidoire. 


THE OPERATION OF CAESAREAN SECTION 1N ECLAMPSIA AND PRE-ECLAMPSIA. 

Pre-eclampsia and eclampsia were noted to occur more frequently in primi- 
gravidae than in multiparae. In the series of 81 cases, 59 were primigravidae. 
Termination of the pregnancy by means of operation gave entirely different 
results in the two conditions. In 26 cases of pre-eclampsia there were 24 
recoveries and two deaths. Of the latter one patient died owing to the fact 
that there was old-standing and severe nephritis; the other case was compli- 
cated by severe jaundice. 

There were 55 cases of eclampsia in which Caesarean section was performed. 
Thirty-six patients recovered and 19, or 34 per cent, died. As regards the 
condition of pre-eclampsia, no matter how severe the attack, in no case did 
the fits commence following the operation. In the eclamptic cases in which 
recovery took place the convulsive fits ceased or rapidly became less frequent 
immediately after operation. 

The foetal mortality was 18 per cent for pre-eclampsia and 45 per cent for 
eclampsia. It is, however, pointed out that the foetus was dead in utero in 
at least a quarter of the cases under consideration before operation. It is 
claimed that the operation in eclampsia gives better figures for the foetal 
mortality. 


A. J. Wrigley. 


Revue Francaise de Gynécologie et d’Obstétrique. 


April 1933. 
Devoted to the work of the Obstetric Clinic at Lyon. 
*Our technique of the induction of labour at the end of pregnancy. Voron. 
Pigeaud, and Brochier. 
The physico-chemical state of the blood proteins in pregnant women. 
Gaucherand. 
Post-partum temperatures of protein origin. Voron and Bansillon. 
Anatomical considerations on syphilis in foetal long bones. Brochier. 
Estimation of the foetal weight and cephalic dimensions at the end of 
pregnancy. Lyonnet. 
Treatment of carcinoma of the cervix during pregnancy. Rochet. 


May 1933. 
Devoted to the work of the Maternity Clinic at Port-Royal. 
*The diagnosis and prophylaxis of raised blood-pressure during pregnancy. 
Hébert. 
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The working of the gynaecological clinic. 
The clinic for hereditary syphilis. Boyer. 

The clinic for sterility. Biock-Vormser. 

Premature babies. Ducas. 

Pernicious vomiting. Limasset and Pierra. 

Pyelonephritis. Le Lorier. 

Late signs of placental retention. Desnoyers. 

Results of prophylactic transfusion in midwifery. Dalsace. 
Preventative obstetrical vaccination. Le Lorier. 
Peri-uterine cellular infection in the puerperium. 
Some clinical signs in the early diagnosis of phlebitis. 


Pouliot and Dardanne. 


June 1933. 

Anatomy and histology of the nerve supply of the female genital system. 

F. Jayle and G. E. Jayle. 
Physiology of the nerve supply of the female genital system. Keiffer. 
The value of the symptom of pain in gynaecology. Binet. 
Abdomino-pelvic pain. Douay and Colanéri. 
Extra-pelvic pain in gynaecology. Laffont. 
General treatment. Pierra. 
Physical therapy for gynaecological pain. Zimmern, Webber and Pecker. 
Surgical treatment for pain in gynaecology. Cotte. 


THE TECHNIQUE OF THE INDUCTION OF LABOUR AT LYON. 

At this clinic in the years 1931 and 1932, 220 cases of pelvic contraction 
were dealt with. Induction of labour was carried out in 87, Caesarean section 
in 21, and trial of labour with normal delivery in 112. 

A combination of quinine sulphate and posterior pituitary extract diluted 
with normal serum, constitutes the routine medical induction. Additional 
injections of folliculin appear to be without effect. 
more than 50 per cent of the cases. 

In the remainder the method of Krause was employed. Detachment of 
the lower pole of the membranes from the internal os is emphasized. If 
labour has not started by the next day, two or three injections at hourly 
intervals of two units of pituitrin are given. An anaesthetic is not given as 
a rule, and the use of a speculum is considered unnecessary in view of the 
vigorous antiseptic douching to which the vagina is subjected beforehand. 
These two latter details do not seem to be an advance on the usual technique, 
and apart from them nothing new is described. 


Labour commenced in 


THE DIAGNOSIS AND PROPHYLAXIS OF RAISED BLOOD-PRESSURE DURING 
PREGNANCY. 

The precedence in time of hypertension over albuminuria in toxaemic cases 
is noted. The systolic pressure is taken as being the point of disappearance of 
thr eadial pulse determined by palpitation, so bringing the method within the 
scope of the midwife. 

Treatment is advised if the arterial tension rises to 130. The frequency of 
hypertension and the difficulty in reducing it is noted in twin pregnancies. 


R. L. Dodds. 
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Archiv fir Gynakologie. 


Band 153. Heft 2. 

The preparation of parathryoid hormone from the blood of pregnant persons, 
and its demonstration therein. F. Hoffmann. 

Resorbtion and assimilation of food protein during pregnancy. O. Bokelmann 
and W. Scheringer. 

*X-ray differential diagnosis of dislocation of the hip and traumatic separation 
of the epiphysis of the femur in the newborn. H. O. Kleine. 

Decidual formation and embryonic depositions of cervical glands in the vagina 
clinically simulating polyposis vaginae. H. Zacherl. 

The presence of male sexual hormone in the urine of the newborn and in 
the placenta; together with a note concerning the antagonistic action of 
the sexual hormones. H. Goecke, P. Wirz and H. Daners. 

Demonstration of thyroid hormone in the blood of menstruating and pregnant 
persons. C. Miiller. 

Radiation of the gonads and injury of the offspring as a histological problem. 
P. Caffier. 

Healed arrhenoblastoma followed by pregnancy; with a note concerning hor- 
monally active ovarian tumours. E. Cedlaczek. 

Impressions and observations in the treatment of irregular function of the 
ovaries and anterior lobe of the pituitary. N. Louros. 

*Antefixura uteri supplicata. N. Kakuschkin. 

Polypoid cortical cotyledons. H. Bachmann, 

A rare form of granulosa-cell ovarian tumour, the so-called ‘‘folliculome 
lijidique’’ (Lecéne). W. P. Plate. 


The solid large round-cell carcinoma, so-called disgerminoma, of the ovary. 
Z v. Szathmary. 


Alterations of the vermiform appendix in pseudo-myxoma peritonei. G. v. 
Nagy. 


Band 153. Heft 3. 
*The treatment of puerperal pyaemia (venous ligature). H. Kiistner. 

The causation of genital and peritoneal tuberculosis in primary infection of 
the alimentary canal and the significance of the retrograde-lymphogenous 
mode of infection. H-U. Hirsch-Hoffmann. 

Further researches concerning the rapid test for pregnancy in the adult and 
pregnant mouse. H-U. Hirsch-Hoffmann. 

Structural alterations in the plasma protein in puerperal fever. A. v. 
Latzka. 

Concerning carbohydrate metabolism during pregnancy. Sugar and diastase 
estimations in the blood. Part I. P. Goldschmidt-Furstner. 

The action of sexual hormone on the metabolism of the organs which it 
affects. S. Aschheim and H. Gesenius. 

Protein metabolism and renal function during pregnancy and the puerperium. 
O. Bokelmann and W. Scheringer. 

*Uterine inertia and the therapeutic stimulation of the uterus. L. Bickel. 

Somatic accompaniments ard sequelae of termination of pregnancy by ab- 
dominal hysterotomy accompanied by sterilization. M. Stutz. 

*The relations of premature detachment of the placenta with morbid con- 
~ ditions of the kidneys. J. Batisweiler. 
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*Impaired development of the pelvis as an accompaniment of marked de- 
ficiency in uterine contractions. H. Fedtke. 
*The symptom-free period in cancer of the uterus. F. Stahler. 
Alimentary lipaemia during pregnancy. W. Raab. 
The technique of lateral radiography of the pelvis during and in the absence 
of pregnancy. A. Pickhan. 
The permeability of the placenta for lead. A. Baumann. 
*A case of pseudo-hermaphroditismus masculinus. R. Cadiz and A. Lipschiitz. 


THE DIFFERENTIAL X-RAY DIAGNOSIS BETWEEN DISLOCATION OF THE HIP anp 

TRAUMATIC SEPARATION OF THE FPIPHYSIS IN IHE NEWBORN. 

Congenital dislocation of the hip deserves the attention of gynaecologists 
because it is one of the most frequent deformities of infants; because early 
diagnosis during the first few days of life greatly favours successful treatment; 
and because careful radiography of very early cases is likely to settle vexed 
problems of aetiology. When there is a family history, on the maternal side, 
of cases of congenital luxation of the hip, an X-ray investigation in the new- 
born is desirable. Kleine agrees with Lorenz that the luxation or sub- 
luxation is never traumatic, and criticizes adversely the evidence on which 
such a condition has been reported. Ina case which he describes the physical 
findings in a child delivered b ypodalic version were consistent with congenita! 
dislocation of the hip, but a radiogram as early as the fifth day showed callus 
formation and, therefore, pointed to separation of the epiphysis (subcapital 
fracture). The case was radiographically controlled for eight months. Callus 
had disappeared after three months. It is to be remembered that the car- 
tilaginous head of the femur and callus therefrom cast no X-ray shadow. 
On account of the early appearance and early disappearance of callus a case 
seen at the fourth or fifth month may be insusceptible of X-ray diagnosis. 


ANTEFIXURA UTERI SUPPLICATA. 

With the object of correcting retroversion yet preserving a considerable 
degree of motility of the uterus, Kakuschkin avoids shortening the round- 
ligaments by dissecting the vesico-uterine peritoneum, anteverting the uterus, 
and suturing the separated peritoneal fold to the posterior wall of the uterus. 
In this way the fundus and the upper part of the posterior wall are fixed under 
the fold. The technique of the vaginal and of the abdominal operation is 
described. Cases done by these methods number respectively 110 and 67; 
the results, so far as traceable. have been good. 


ALTERATIONS OF THE APPENDIX IN PSEUDO-MYXOMA PERITONEI. 

A series of 122 cases of pseudo-mucinous ovarian cysts contained 10 of 
pseudo-myxoma peritonei, mostly in elderly patients. In the whole series four 
cases of five had unilateral cysts, almost invariably multilocular. Clinically 
there was evidence of a considerable degree of malignancy. _Pseudo-myxoma 
peritonei was not found in the absence of ovarian pseudo-myxoma: it ap- 
peared to occur more frequently after rupture of an ovarian cyst than after 
that of a cystic vermiform appendix. In one case there was evidence of 
penetration of the appendix by tumour erosion from without, but in two other 
cases of pseudo-myxoma of the appendix it appeared that rupture had occurred, 
independently of a similar condition of the ovary, in response to a similar 
unknown stimulus. 


1274 


J 


REVIEW OF CURRENT LITERATURE 


THE TREATMENT OF PUERPERAL PYAEMIA (VENOUS LIGATURE). 

Kiistner alludes to the difficulties in clinically distinguished puerperal 
pyaemia from phlegmon with sepsis; he inclines to regard a rigor as evidence 
of the former. A positive blood-culture may demonstrate infective thrombi, 
but a negative one does not exclude it. A diminished platelet-count is not a 
reliable sign of infective thrombus. A bimanual palpation of thrombi in the 
uterine veins or spermatic plexus may be made in both phlegmonous ana 
pyaemic cases and is not devoid of danger. In the conservative treatment ot 
puerperal fever Kiistner employs serotherapy, stimulant parerteral injections 
and, above all, continuous intravenous infusion by Kirstein’s method: he 
holds operation (vein-ligature) to be unjustifiable unless the last-named has 
been tried and has failed. A mortality of 32 per cent in all cases was noted 
in 1932. In two years 11 patients have been subjected, after failure of con- 
servative measures, to intraperitoneal ligature of the ovarian and/or iliac 
veins, or the vena cava (two cases). Three patients recovered, but one had 
rigors and another a femoral thrombosis after the ligature. In two of the 
others a rigor or a positive blood-culture was noted after operation. Kiistner 
is not in accord with those who recommend early venous ligature after the 
first or second rigor. He definitely prefers the abdominal approach, which 
gives a shorter operation, the certainty of ligating on the right side or both 
sides if necessary, and the chance of efficient drainage. The ligature of the 
external iliac vein should be combined, when possible, with that of the common 


iliac vein, to prevent extension through the epigastric and mammary anas- 
tamoses. 


UTERINE INERTIA AND THERAPEUTIC STIMULATION OF THE UTERUS. 

At the Charité Universitats-Frauenklinik in Berlin under Wagner’s direc 
tion Bickel states that in two years 529 cases of uterine inertia (Wehen- 
schwache) have been treated. These comprise :—(a) 123 cases of primary 
inertia with premature rupture of the membranes; (b) 84 of the same with un- 
ruptured membranes; (c) 75 of secondary inertia during the first stage; (d) 
145 of the same during the second stage; (e) 54 of primary and secondary 
inertia combined; (f) 111 during the third stage and (g) 48 of induction of 
labour (pains being absent) for protracted gestation. Mechanical and medi- 
cinal uterine stimulation is justifiable, it is concluded, in every stage of labour 
provided that (1) the foeto-pelvic and other obstetric conditions have been 
carefully observed; (2) contra-indications, such as threatened uterine rupture, 
threatened foetal asphyxia, disproportion, abnormal presentation, or uterine 
scars are absent; (3) in the first and second stages intravenous medication is 
avoided and doses larger than 1.5 Voegtlin units are not given. Quinine and ex- 
tracts of the pituitary gland are more effective in combination with mechanicai 
stimulants, of which a Barnes bag in the rectum during the first stage and 
Gabastou’s injection of the placenta during the third stage are warmly recom- 
mended. In about nine out of 10 cases of Group A spontaneous delivery was 
secured by combined mechanical and medicinal treatment. For secondary 
inertia in the first stage narcotics are advisable in the first instance: only 
about three cases out of four were delivered spontaneously. During the second 
stage the older pituitary preparations appeared more effective than recent 
purified ones. In Group G there were 46 per cent of spontaneous deliveries, 
and 20 and 5.5 per cent respectively foetal and maternal mortalities. 
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THE RELATIONS OF PREMATURE DETACHMENT OF THE PLACENTA WITH MORBID 
CONDITIONS OF THE KIDNEYS. 
Nine cases from the literature are cited, in which anuria accompanied 

accidental haemorrhage. Of the author’s two cases the first was characterized 

by anuria following albuminuria, and death followed on the fourth day— 
induction of labour, decapsulation and radiation of the kidneys had been inef- 
fective. The second case was similar, but anuria was not complete and 
decapsulation was noi performed: autopsy showed enlarged kidneys, with 
much oedema, little glomerular alteration but diffuse interstitial nephritis 
producing leucocytic infiltration of the cortex. According to Batisweiler 
premature placental detachment is accompanied by the danger of suppression 
of renal function as well as bleeding, and is characterized by a special form 
of nephropathy in which interstitial nephritis predominates very notably over 
degenerative phenomena. 


IMPAIRED DEVELOPMENT OF THE PELVIS AS AN ACCOMPANIMENT OF MARKED. 
. DEFICIENCY IN UTERINE CONTRACTIONS. 

By lateral X-ray photography some months after labour, it was found 
that nine out of 25 women whose labours had been accompanied by persis- 
tently weak contractions (resistant to therapeutic meausres) showed, in spite 
of normal external pelvic meausrements, the criteria which v. Schubert has 
described in infantile pelves, viz., an increase of the true conjugate diameter, 


the pelvic height and the pelvic inclination as well as a diminution of the angle 
of the outlet. 


THE SYMPTOM-FREE PERIOD IN CANCER OF THE UTERUS. 

By a correlation of statistics with findings in 200 cases Stahler reckons that 
in uterine carcinoma the average period elapsing between the inception of the 
growth and the appearance of the first symtoms is 2.7 months. One in eight 
cases, in spite of seeking advice at the earliest possible stage, is already 


inoperable at that time, and has had a latent carcinomatous period of at least 
four-and-a-half months. 


A OF PSEUDO-HERMAPHRODITISMUS MASCULINUS. 

A case is described of pseudo-hermaphroditism with physical and psycho- 
logical characters which were entirely and markedly male: the ovaries, uterus 
and Fallopian tubes were absent and well-developed testes were present in 
both labia majora. After removal of the testes a deposit of fat and other 
phenomena followed which pointed clearly to an artificial climacteric. It is 
probable that in this case the gonads, although presenting themselves histo- 
logically as testes secreted female sexual hormones. There was some evidence 
that an increased excretion of prolan followed castration. It is concluded that 


removal of the gonads on sexual and physiological grounds in pseudo-herma- 
phroditismus is unjustifiable. 


W. E. Crowther. 


Zentralblatt fiir Gynakologie. 
No. 28, July 15, 1933. 
Pregnancy and rupture of the aorta. H. Uebermuth. 
Pelvic haematoma as a result of cervical rupture during dilatation. G. 

Ahltorp. 
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The results of the treatment of carcinoma of female genital organs with 
radium. Y. and K. Ikeda. 

Remarks on the statements of Logothetopulos in Zent. fiir Gynik., 1933, 
No. 14. M. Stoeckel. 

Gymnastics during pregnancy. H. Sieber. 

*Whether too early first child-bearing has serious harmful effects on mother 
and child. K. Wepschek. 

The metranoikter as a dilating instrument. O. Koster. 


No. 29, July 22, 1933. 
The clinical differentiation of uterine levels. H. Hinselmann. 
The new rheumatism and gynaecology. R. Milner. 
The anatomy and physiology of the perineal body during pregnancy. G. 
Albano. 
The technique of Sturmdorf’s cervical plastic operation. O. Koster 
Cerebral haemorrhage in the puerperium. A. Nikolajew. 
*Report of the meeting of Gesellschaft fiir Geburtschulfe and Gynikologie zu 
Berlin on 26th November, 1932. 
Experimental menstruation by the administration of ovarian hormone in a 
case of primary amenorrhoea. Loeser. 
Nephrectomy in intrinsic renal bleeding. Stoekel. 
Oestrogenic active principles in bitumen. Aschheim and Holweg. 
*The treatment of retained placenta in pyrexia. Stoeckel. 


No. 30, July 29, 1933. 

The plastic operation of Martius on the urethral sphincter in large urethro- 
vaginal fistulae. H. Naujoks. 

The treatment of a vesico-cervical fistula in the absence of the corpus uteri. 
M. J. Litwak. 

The diagnosis and treatment of a stone in a ureterocoele. B. Ottow. 

Vesical endometriosis. H. Kohler. 

Dermoid cyst perforating the bladder and the formation of a stone. A. 
Dittrich. 

The treatment of inflammatory disease of the urinary passages with 
pyridium. G. Kullitze. 

*The treatment of severe cases of pyelitis of pregnancy. A. Gengenbach. 

No. 31, August 5, 1933. 

Protracted fractional radiation of female genital carcinoma. R. Schroder 
and H. Jakobi. 

Villars’s secondary suture in post-operative sepsis of the abdominal wall. 
A. Springer. 

*The changes in the blood-platelets in the different stages of the menstrual 
cycle. M. Kato. 

Sodium evipan narcosis. H. Gocke. 

*Necrobiosis of the portio after supravaginal amputation of the myomatous 
uterus. Y. Ikeda and K. Ikeda. 

The diagnosis of foreign bodies in the true pelvis. G. Warschawer. 

A new uterine dilator. C. Rother. 


No. 32, August 12, 1933. 
The symptomatology and diagnosis of endometriosis interna. R. Th. v. 
Jaschke. 


1277 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


Radio-active bismuth as an accessory means in the treatment of columnar 
carcinorfa by radiation. Fr. Keller. 

The question of the specific grouping of placental tissue. A. Schmidt and 
H. Berger. 

The technique of extraction of the foetus in contracted pelvis. H. Naujoks. 

A report of 222 Caesarean sections, mostly upper segment. F. Straus. 

The occurrence of central rupture of the uterine cervix. Y. Ikeda and 
K. Ikeda. 

Colloid chemical investigations on the existence of a myotoxin. A. W. 

Hochloff. 


No. 33, August 19, 1933. 

The extreme help furnished by colposcopy in the diagnosis of carcinoma. 
H. Hinselmann. 

Spontaneous rupture of the pregnant uterus. G. Hromada. 

The aetiology of ectopic pregnancy. L. Kraul. 

Normal pregnancy after bilateral salpingectomy. N. P. Werhatzky. 

My own method of treatment of puerperal sepsis by the intraparenchymatous 
local injection of a vaccine. F. Spirito. 

Metastases of changing characteristics in uterine myosarcoma. N. 
Christophorakos. 

The treatment of inoperable prolapse. A. L. Scherbak. 


No. 34, August 26, 1933. 

*Intra-uterine injuries caused by one twin to the other, F. A. Wahl. 

The artificial growth of the human uterus; a radiographic demonstration. 
C. Clauberg. 

Pelvic neuritis. H. Cramer. 

Pregnancy serum in the treatment of premature children. H. Siegmund. 

The question of osseous disease after radiation for uterine cancer. A. 
Schiffbaumer. 

The causes of indurated granulations and tumours of the portio after the 
grip of the vulsellum. F. Horalek. 

Symphysiolysis in normal delivery. N. Acs. 


No. 35, September 2, 1933. 
*The treatment of juvenile bleeding Th. Heynemann. 
The frequency of conception after conservative operation and conservative 
treatment of adnexal inflammation. K. Hubscher. 
The question of carcinoma of the cervical stump. G. Schafer. 
The occurrence of carcinoma of the cervical stump after supravaginal amputa- 
tion of the myomatous uterus. Y. Ikeda and K. Ikeda. 
The question of thymophysin. L. Brings. 
Perineal displacement of the testes in the newly born. W. Unger. 
*The testing of the completeness of the placenta by distention with air after 
Franken. W. E. Richter. 


No. 36, September 9, 1933. 
*Ovarian autotransplantation into the anterior chamber of the eye of a rabbit. 
K. Podleschka and H. Dworzak. 
*Acute septic gangrene of the hypertrophied breast. C. Jellinghaus. 
Rotational fracture of the head of the humerus in an eclamptic fit. A. Bayer. 
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The gynaecological indications for analgesic granulation regulating treat- 
ment with ointment. K. Cremer. 

A rare large tumour of the utero-sacral ligament. R. Vorster. 

A short observation on the article by B. Bauch on ‘‘Management of Labour.”’ 
A. Rieck. 

Conservative tubal operations. A. Mandelstamin. 


WHETHER TOO EARLY FIRST CHILD-BEARING HAS SERIOUS HARMFUL EFFECTS 
UPON MOTHER AND CHILD. 


Wepschek refers to the recent legislation in Czechoslovakia where the induc- 
tion of abortion is allowed in girls under 16 years of age when pregnancy has 
resulted from an assault. The reason given in support of this measure is that 
the children of such mothers are physically below par and unsatisfactory. 

In view of this statement he was induced to investigate the records of 
cases of mothers under 17 years of age treated during the years 1922 to 1931 
in the University Clinic in Prag. The cases were followed up to ascertain 
the subsequent fertility of the mothers and the after-history of their children. 

There were 96 primiparae who were under 17 years of age; they were com- 
pared with a similar number of primiparae between 20 and 24 years of age, 
this period being considered the best for first child-bearing. 

Reference to the literature on this subject showed that different authorities 
had different views on the optimum age for the first pregnancy. Kleinwechter, 
with a very great experience, thinks 20 years; Bondy, 18 to 20 years. Poloti 
and Specht point out the ease of delivery in mothers under 16 years. Guggis- 
berg considers the best age to be under 20 years. 

The duration of labour was from six to 12 hours in 47 of the 96 cases; 
the duration of the second stage was less than an hour in 76, between one and 
two hours in 16 and more than two hours in four cases. 

The duration of labour was between six and 12 hours in 31 of the control 
cases; the second stage of labour occupied less than an hour in 82 of these 
cases. 

The frequency of perineal lacerations was about the same in the two 
groups; the quantity of blood lost was slightly greater in the very young. 
Forceps delivery was only required twice in each group. There was one case 
of eclampsia in the second group. Rises of temperature occurred nine times 
in the former group and six times in the latter. 

Ninety-five of the young mothers’ children and 93 of the older mothers’ 
children were born alive. Four of the children of the young mothers died 
of prematurity and feebleness; one child of the older mothers died of a ten- 
torial laceration. 

Of the 95 live births 48 were at term and 47 premature. Of the 93 live 
births of older mothers 53 were at term and 39 premature. This tendency to 
early termination of pregnancy in the young had no obvious explanation. 

The progress of the children, whether born prematurely or at full time, was 
parallel in the two groups. There were certainly not any obvious abnormalities 
among the children of the young mothers. Support for the idea of physical 
inferiority put forward in support of the government’s measure was not, there- 
fore, obtained. The writer does not consider that there is any justification for 
the termination of pregnancy in young girls. 
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THE TREATMENT OF RETAINED PLACENTA IN PyREXIA. 

Stoeckel opened a discussion on the subject of the treatment of retained 
placenta in cases of puerperal pyrexia at a meeting of the Berlin Association 
of Obstetrics and Gynaecology on November 25th, 1932. He pointed out that 
he had been moved to speak on this subject after the recent communication of 
Herr Hammerschlag on the treatment of a separated retained placenta in a 
septate uterus. On this occasion the discussion had veered round to the 
consideration of retained placenta in the presence of pyrexia when Hammer- 
schlag had advocated hysterectomy. At the same discussion Wagner stated 
that hysterectomy was the only effective treatment. 

Stoeckel understood Hammerschlag to advocate hysterectomy for reten- 
tion of the placenta in the presence of pyrexia in preference to manual removal 
of the retained placenta, after the usual means employed to promote expulsion 
had failed. This suggestion has made Stoeckel wonder what the result would 
be if manual removal of the placenta was practised only in cases in which 
the temperature is normal and if every case of pyrexia with retained placenta 
was subjected to hysterectomy. He could not agree to this course of treat- 
ment. Every woman with pyrexia during the third stage of labour is not 
suffering from pelvic sepsis. This especially applies to cases which have 
undergone much obstetric interference in a clinic under strict aseptic con- 
ditions. Pyrexia during the third stage of labour must be differentiated from 
pyrexia in the puerperium. It is necessary to differentiate between infection 
of the urinary tract and the infection of the uterus. 

He has no fear of manual removal of the placenta immediately after 
delivery, but would regard the removal of retained portions of placenta, which 
are causing haemorrhage, in the puerperium entirely different, infection then 
being certain. He understood Hammerschlag to say that he would wait 24 
hours to see whether the placenta would separate before interfering in any 
way. Stoeckel considers this wrong treatment as the time is sufficient for an 
ascending infection to travel up the umbilical cord into the uterine cavity. 
He would never wait longer than four hours, and in most cases not so long 
as this, to establish the existence of a placenta accreta and to remove the 
uterus for this condition before the supervention of sepsis. It is necessary to 
insert the hand into the uterus to ascertain the cause of placental retention 
and even when fever is present this may be due to infection of the retained 
placenta and not to infection of the uterine wall. Ifa true placenta accreta is 
found the only effective method of treatment is hysterectomy. 


If an interna! contraction ring is found when the hand is introduced into 
the uterus he considers manual removal a wrong method of treatment, because 
the force used to overcome the spasm will inevitably cause serious damage to 
the uterine tissues. When the spastic ring will admit a finger it may be 
possible to feel to tip of the already separated placenta. In a case in which 
the contraction will not yield to force from below it will give way at once 
to pressure from above. In such a case he recommends that the lower end of 
the placenta should be grasped by ring forceps and drawn down to dilate the 
contraction ring. It is astonishing how quickly the spasm will then disappear 
and how easily the placenta can be extracted. ; 

Finally he does not think that every case of retained placenta in the 
puerperium, in which fever and haemorrhage are present, calls for a measure so 
drastic as hysterectomy. A differentiation must be made between retention 
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of the placenta after abortion and its retention after delivery at term. He 
thinks that the nearer term the more serious is retention of the placenta. 

Conservative treatment in cases of incomplete abortion is usually followed 
by apyrexia. If this apyrexia is waited for then operative interference can be 
more safely undertaken. He would, so far as possible, adopt the same expec- 
tant treatment when abortion was accompanied by bleeding, if the resulting 
anaemia was not too severe. 

This expectant attitude is not advisable after delivery at term when the 
patient is both bleeding and feverish; in these circumstances he examines the 
interior of the uterus with his hand to establish the presence of retained pla- 
cental tissue, and when this is found he performs hysterectomy. 

He considers that each case must be treated individually. It may be 
possible that he has been speaking to an audience which holds the same views 
as himself, in which case his remarks are not needed. But he considers that 


there should be a clear understanding in this matter which should be freely 
discussed. 


Hammerschlag, replying to Stoeckel in further discussion, explained that 
he in no way advocated hysterectomy for retention of the placenta for uterine 
spasm; but when due to spasm he would treat retention of the placenta by 
manual removal under deep anaesthesia without resorting to the manoeuvre 
recommended by Stoeckel. He would reserve hysterectomy for cases of pla- 
centa accreta. In about 40,000 births in 16 years he had only twice met pla- 
centa accreta. Strassmann held it incorrect to wait for the separation of 
the placenta for any length of time. He had never experienced any difficulty 
in inserting the hand and extracting the placenta under deep anaesthesia in 
cases of uterine spasm. Wagner stated that perhaps at the previous dis- 


cussion he had not made himself quite clear that he was only considering reten- 
tion after delivery at term. He would never suggest that the treatment of 
incomplete abortion was by hysterectomy. He was considering the case with 
retained infected material, which was waiting to enter the widely open mouths 
of the placental sinuses. 


He differs to a certain extent from Stoeckel in that, while he agrees that 
infected uterine contents may not be dangerous, yet an infected uterine wall 
is beyond the possibility of treatment by intra-uterine applications. His own 
experience of manual removal in infected cases in the clinic at Prag was a 
mortality of 30 to 40 per cent in 40 to 45 cases and for this reason 
he had a certain disinclination manually to remove the placenta in such 
cases. He considers manual removal anything but a harmless procedure. 


THE TREATMENT OF SEVERE CASES OF PYELITIS GRAVIDARUM. 

Gengenbach discusses the treatment of pyelitis gravidarum of which he has 
seen 152 cases among 10,283 patients during the years 1927 to 1931 in the 
Basel Clinic. The routine treatment employed has been rest in bed on a light 
diet with the administration of urinary antiseptics. 

When this general treatment has not resulted in relief cystoscopic examina- 
tion is undertaken with catheterization and drainage of the ureters. By far 
the largest number of cases reacts to general medical treatment and only a 
few require ureteric drainage and lavage. Finally there is a very small 
number of cases in which such treatment does not relieve the condition; in 
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such cases more drastic treatment must be undertaken to prevent a fatal 
result. 

Further treatment can be carried out on surgical lines by decapsulation or 
even by removal of the severely affected kidney, or along gynaecological lines 
by termination of the pregnancy, thus ensuring satisfactory drainage. The 
writer points out that the very worst cases are those in which bilateral pye- 
litis is advancing to pyelonephrosis. In such cases it is doubtful which kidney 
calls for operation or even removal . For this reason even when the patient 
most strongly wishes to retain the pregnancy he urges its termination. Ter- 
mination of one pregnancy does not ensure freedom from recurrence of the 


pyelitis in a subsequent pregnancy; but recurrence may also occur in patients 
with one remaining kidney. 


CHANGES IN THE BLOOD-PLATELETS IN THE DIFFERENT PHASES OF THE MEN- 

STRUAL CYCLE. 

Kato has undertaken an extensive investigation of the blood at different 
stages of the menstrual cycle. In his enquiry he took into consideration the 
changes known to occur in the blood-platelets after a meal and carried out 
his investigations with the patients who had lain at rest in the supine 
position for 30 minutes before breakfast. He undertook a daily estimation 
of the blood-platelets of four healthy women over nine menstrual cycles. From 
these investigations he came to the following general conclusions.: (1) That 
although the changes in blood-platelet count showed individual variations, a 
regular change occurred during menstruation. (2) The count is lowest during 
menstruation and rises after its completion. The lowered blood-count appears 
to begin a few hours before the onset of the menstrual loss. This is against 
the theory that loss of blood-platelets gives rise to menstrual bleeding. (3) 
The lowest count occurs on the second day. (4) Although the increase in 
short type of menstruation is usually greater, yet with the long type of men- 
struation at the end of the pre-menstrual phase it may reach the same level. 
(5) The highest level is reached in the post-menstrual phase. (6) The platelet 
count reaches a mean in the middle of the intermenstrual period. In the pre- 


menstrual phase there is a slight rise which drops shortly before the onset of 
menstruation. 


NECROBIOSIS OF THE PORTICO AFTER SUPRAVAGINAL AMPUTATION OF THE 

UTERUS FOR MyomMa. 

Y. Ikeda and K. Ikeda describe the case of a patient aged 39 years who 
was treated by supravaginal amputation of the uterus for a fibromyoma which 
reached up to the umbilicus. There was some difticulty in underpinning the 
vessels in the broad ligament owing to the fixation of the enlarged uterus. 
Recovery from the operation was uneventful and her health remained good 
for three and a half years, when she returned complaining of a foul purulent 
vaginal discharge. 

On examination she was found to have a dark green discharge. The sur- 
face of the portio was covered with black necrotic tissue which was ulcerated 
in places. At first sight the condition appeared to be carcinomatous, but on 
removal of a portion for investigation malignant change could not be 
demonstrated in the necrotic tissue. 

The condition was treated by disinfection and cauterization of the vagina 
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and the surface of the portio. Recovery was very slow, granulation starting 
after six weeks. 


INTRA-UTERINE INJURIES CAUSED BY ONE TWIN TO THE OTHER. 

Wahl discusses the ways in which it is possible for a foetus to suffer an 
intra-uterine injury. Injury produced by pressure cannot occur before 
rupture of the membranes, except in cases of oligohydramnios. In the 
absence of the protection of the liquor amnii the foetus, as a whole or in 
part, is held forcibly in some fixed position and the pressure of one part on 
another part may cause injury. The writer quotes a case, described by Liegner, 
in which oligohydramnios led to necrotic patches on the adjacent surfaces of 
both foetal forearms where they had been pressed against each other. The 
writer describes two cases which he had the opportunity of investigating radio- 
logically during labour; in each case one child of twins was injured by the 
pressure of the other foetus. ; 

In the first instance the first foetus presented by the head, the sagittal 
suture lying transversely, there was some delay in descent of the head and on 
X-ray examination its right arm was found pressed closely against the pelvic 
inlet by the head of the second foetus, which was pressed down into its axilla. 
The first foetus was delivered with forceps and the second after rupture of 
the membranes and version. There was a noticeable deficiency of liquor amnii 
in the first sac and not very much in the second. Immediately after delivery 
the first foetus was found to have a deep pressure mark on the outer side of 
the right arm and also a radial palsy. The pressure mark corresponded to 
the level at which the arm had been pressed against the pelvic brim. In 
the second case during the later weeks of pregnancy the head of the second 


child was very prominent and fixed in one position just above Poupart’s liga- 
ment. Labour was very slow and as the head of the first foetus descended 
into the pelvic cavity the second prominent head was seen to descend with it. 
Birth of the first foetus was quickly followed by delivery of the second. The 


first sac contained only very little liquor while the second contained a normal 
amount. 


The first foetus in this case had an extensive contusion of the right cheek 


exactly in the situation where the parietal region of the second foetus had 
pressed upon it. 


THE TREATMENT OF JUVENILE BLEEDING. 

Heynemann divides cases of juvenile bleeding into six groups and varies 
his treatment in each group. 

(1) Where there is a simple menorrhagia with profuse and lengthened 
periods and no abnormality found on rectal examination the writer recom- 
mends the administration of drugs to promote uterine contraction during the 
loss and some preparation of follicular hormone between the menstrual periods. 
In addition he devotes some attention to general hygienic measures. 

(2) When the condition is accompanied by a definite hypoplasia he recom- 
mends that anterior pituitary hormone be administered between the menstrual 
periods. : 

(3) In addition to an excessive loss, menstruation is too frequent in this 
group. He ascribes this condition partly to a too rapid disappearance of the 
corpus luteum and treats such cases by supplying the deficiency. 
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(4) In some cases it is obvious that the underlying cause is an extragenital 
endocrine one. Most frequently the extragenital gland at fault is the thyroid 
or, more rarely, the pituitary gland. Cases of thyroid deficiency with the 
typical general appearance are best treated by the administration of an extract 
of the thyroid gland. He treats cases of over-activity of the thyroid gland 
by measures which reduce its activity. 

(5) Cases of prolonged as well as extensive loss indicate a uterine glandular 
hypoplasia. While recommending treatment with corpus luteum and extracts 
of the anterior lobe of the pituitary gland he sometimes finds it necessary to 
carry out curettage in this group of cases. _ 

(6) While having the characters of one or other of the preceding groups, 
there are cases which do not respond to the suggested appropriate treatment. 

Bleeding may continue for long periods with little or no interval, and for 
these, while continuing endocrine administration, further steps are nedeed to 
arrest the bleeding. He has used injections of animal and human serum in 
such cases, intramuscular injections of the patient’s own blood, intravenous 
gelatin and calcium, hypertonic saline, congo red and digipurat. In severe 
cases he has given 200 to 500 cubic centimetres of blood intravenously from 
a suitable donor; by this means relieving the anaemia and increasing the co- 
agualability of the blood. 

When blood-transfusion is not practicable he recommends the so-called 
haemolysis-injection repeated on two or three successive days. Blood is with- 
drawn from the patient’s basilic vein into a syringe containing distilled 
water and immediately reinjected. The writer has seen good results following 
this method of treatment. He has never noticed the occurrence of a rigor or 
rise of temperature following the procedure. He does not support the formerly 
advocatd radiation of the liver and spleen, but prefers the injection of congo 
red for its effect upon the reticulo-endothelial system. 

He is strongly opposed to any form of genital radiation, even although 
curettage does not hold out the certainty of permanent relief. Hysterectomy 
is very rarely called for, but is occasionally indicated to avert a fatal ending. 

He is greatly in favour of sending these patients for treatment at a spa 
where the rest, regular routine and change of surroundings may bring about 
results which have not followed treatment at home. He thinks that the re- 
sults obtained justify the break in education. 


THE TESTING OF THE COMPLETENESS OF THE PLACENTA BY AIR DISTENTION. 

Richter refers to the ease with which a small defect in the inner tube of 
a tyre can be localized by placing the inflated tube in water and watching the 
escape of bubbles of air. Contrary to statements in textbooks, he finds it most 
difficult to be certain of the integrity of the placenta after delivery. Following 
the method described by Franken he has injected 250 placentae with air from 
a syringe connected to a needle fixed into the umbilical vein. 

After the injection of 150 to 200 cubic centimetres of air while the placenta 
was in a bowl of clean warm water he was able to identify the decidua and 
chorionic villi. Of these cases 76 had no defect, and the remaining 174 had 
defects of varying magnitude. 

Of the 174 placentae found to be defective, 110 were not suspected of 
being defective before they were tested. 

The writer finds this method of investigation so simple and easy that he 
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recommends it as a routine procedure in midwifery practice to avoid the un- 
suspected retention of placental tissue. 


OVARIAN AUTOTRANSPLANTATION INTO THE ANTERIOR CHAMBER OF THE EYE OF 

A RaBBIT. 

Podleschka and Dworzak successfully carried out the operation of trans- 
planting the rabbit’s ovary into the anterior chamber of its eye. Twenty-two 
rabbits had 44 ovaries transplanted into 44 eyes. Of the 44 eyes so treated 
it was possible to observe the behaviour of the transplanted ovaries in 38, 
and in 28 of these definite naked-eye appearance of functional activity could 
be plainly seen. Immediately after the operation there was a purulent con- 
junctivitis and pericorneal injection indicating the participation of the iris in 
the inflammatory reaction. There was also in each case a clouding of the 
cornea and pannus formation which made inspection of the graft impossible. 
This corneal opacity disappeared from 14 days to five weeks later, and only 
in a very few cases left any scarring behind to interfere with inspection. The 
behaviour of the graft was observed under three conditions, first in the isolated 
animal, secondly after copulation and thirdly with several grafted female 
animals kept together over a prolonged period. 

In the isolated animal after varying periods of inactivity the grafted ovary 
became more vascular all over its.surface and in addition certain points were 
coloured more deeply than the rest. At these spots the formation of the 
follicles could be seen; they varied in size from that of a pin’s head to that 
of a small pea. Full development took about seven days; thereafter it re- 
mained stationary for two or three days and then retrogressed during the 
following six to 10 days. Rupture of the follicle was seen on only one occasion 
when it was followed by the formation of a corpus luteum. In each other case 
it shrank away and was replaced by a fibrous nodule. After copulation the 
formation of the follicles was more rapid, hyperaemia following in 12 to 14 
hours and complete follicle formation occurred within two or three days. 
Rupture of the follicle was not seen in any of the cases, a possible explanation 
put forward to account for this was that the earlier iritis had so thickened 
the capsule that rupture was prevented. 

After copulation the follicle remained fully developed for five days, and 
during the succeeding two or three days became converted into a fully formed 
corpus luteum. The corpus luteum became paler in colour after three weeks 
but remained visible for months. 

When grafted animals were caged together the follicles were formed and 
replaced by corpora lutea at almost the same speed as after copulation. 

Injection of anterior pituitry hormone in the form of prolan produced the 
same results as copulation. The injection of folliculin produced no apparent 
effect. 


ACUTE SEPTIC GANGRENE OF THE HYPERTROPHIED BREAST. 

Jellinghaus describes the case of a patient with three children aged 41 
years who always had very large pendulous breasts which had secreted very 
poorly after previous pregnancies. She remained very well during her third 
pregnancy. During labour she had a slightly thickened painful spot in the 
upper and outer quadrant of the left breast. 

She was delivered spontaneously at 7 p.m. and appeared in good condition. 
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By eight o’clock next morning the whole breast was a deep purple colour 
and the patient gravely ill with a pulse-rate of 120 per minute. During the 
afternoon necrosis of the skin began to appear. 

Rapid removal of the whole breast was carried out; the wound was left 
widely open for drainage. In spite of this prompt treatment the patient 
collapsed and died 23 hours after delivery. 

The breast removed was uniformly hypertrophied and the site of a general- 
ized infection with haemolytic streptococci. 

There was no history of any injury nor could any wound of entrance for 
the infection be found. The writer has not found any account of such a case in 
the literature, but has been told of a similar case, in the practice of L. Heiden- 
hain, in which a diffusely hypertrophied breast was the site of a similar 
inflammation to a less degree which yielded to radiation and was ultimately 
cured, 


R. H. B. Adamson. 


Monatsschrift fur Geburtshulfe und Gynakologie. 


Vol. xci, Nos. 3/4, June 1932. 
Does a foreign body in the peritoneal cavity cause a culpable injury to the 
body? A. Déderlein. 

*Modern expectant treatment in midwifery and the value of counting the 
labour pains as a basis for its limitations. M. Walthard and E. Frey. 
Pregnancy in a case of acromegaly with adiposity due to a lesion of the 

pituitary gland. E. Kehrer. 
*Indications for manual dilatation of the cervix. H. Albrecht. 
*Premature births, foetal mortality and antenatal care. F: Jager. 
*Late recurrences following the radiological treatment of uterine cancer. 
W. Kolde. 

Agomensin and sistomensin. H. Wintz. 

The dependence of climacteric symptoms on the method of radiating 
myomata. L. Gustafsson. 

*The influence of terrestial humidity on the incidence of cancer. U. Sarter. 
A communication on the sensitivity of the ovary to X-rays. L. Mulhausen. 
Several years’ experience in the prophylaxis of eclampsia. H. Gantsbauer. 

*Stenosis of the large intestine following inflammatory disease of the female 

pelvic organs. F. Hilpert. 
*The mechanism of the passage of the human ovum and its disturbances. 
R. Dyroff. 

*Further investigations concerning the intra-uterine function of the foetal 
kidney. H. Guthmann and W. May. 

The reticulo-endothelial system during pregnancy and in the menstrual cycle. 
H. Eufinger. 

*An experimental investigation on the influence of splenectomy on genital 
function and on the progeny. K. Ehrhardt. 

Lues and pregnancy. R. Spiegler. 


Vol. xci, Nos. 5/6, July 1932. 
The microchemistry of: Wharton’s jelly. A. W. Hochloff. 
The intracutaneous reaction with potassium ferric cyanide in cases of icterus 
neonatorum. E. Huhs. 
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*The course of pregnancy and labour in cases of diabetes. S. Liebmann. 
The knowledge of women in synoptic diagnoses in gynaecology. A. Landeker. 
A communication on the morphology of the piacentae of different deliveries 

in the same woman. H. Kuchens. 
The alleged summation of efiect with a combination of ecbolics. H. Legiehn 
Curettage in cases of misdiagnosed extra-uterine pregnancy. G. L. Dawydow 
An X-ray apparatus in the labour ward. L. Seitz. 
Metastases in the ovary following resection of the stomach for carcinoma. 
A. Schepetinsky. 
The treatment of carcinoma and the practitioner. E. Wolf-Jacob. 


MODERN EXPECTANT TREATMENT IN MIDWIFERY AND THE VALUE OF COUNTING 

THE LABOUR PAINS AS a BASIS FOR ITS LIMITATIONS. 

The authors first draw attention to the fact that operative midwifery has 
failed to lower the maternal mortality and discuss the reason for this fact. 
Natural delivery gives the best results for both mother and child, and this 
should ,be aimed at in all cases with a true conjugate of more than 7.5 centi- 
metres? Vaginal examination and coitus should be avoided during the last 
six wetks of pregnancy. It is important to recognize that spontaneous 
delivery cannot occur at the correct time, and institute proper treatment. 
The duration of labour affords no indication of the correct time. 

In the authors’ opinions the important factor to note in labour is not its 
duration but the condition of the foetal heart and the number of pains after 
rupture of the membranes. A table is given-showing the number of pains in 
both primiparae and multiparae before and after normal and premature rup- 
ture of the membranes during the first and second stages of labour. This 
table was compiled from 3,000 spontaneous deliveries. Among these were 500 
cases of contracted pelvis. There was no foetal mortality in the cases without 
premature rupture of the membranes; 17 per cent of the children were still- 
born when the membranes had ruptured before full dilatation of the cervix 
in cases with normal pelves. Four per cent of stillbirths occurred in the 
cases with contraction of the pelvis. 

Three conditions influence the number of pains necessary to produce 
delivery, (1) The power of the uterus; (2) An alteration in the passages, 
(a) in the soft parts, e.g. a rigid cervix, (b) contracted pelvis; (3) The size 
ot the child. 

The authors discuss each of these in detail, drawing attention to the value 
cf counting the number of uterine contractions in order to foreteli the 
character of the labour. 


INDICATIONS FOR MANUAL DILATATION OF THE CERVIX. 

The author draws attention to the soft parts as being a cause of delay in 
labour. By repeated rectal examinations it is possible to follow the cervical 
dilatation and its anomalies during labour. The writer states that in cases 
in which there is no disproportion and a strongly contracting uterus, the 
delay in labour is frequently due to slow cervical dilatation. It may, too, 
be a cause of incomplete rotation of the presentirig part. The author bases 
his conclusions on 1,30c cases which he controlled by rectal examination. He 
draws attention to three types of cervix: (1) those in which there is an 
oedematous anterior lip, (2) those in which the opening is placed eccentrically, 
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and (3) those with spasms in which the cervix is felt to become hard and 
thick during a pain. He discusses these and shows how it is possible to 
overcome the inevitable delay by manual dilatation. Frequently, spontaneous 
delivery will follow manual dilatation. His conclusion is that if after four 
to six hours of frequent good contractions the cervix is not thin, manual 
dilatation of the cervix will greatly assist the labour. He describes his 
technique. 


PREMATURE BIRTHS, FOETAL MORTALITY AND ANTENATAL CARE. 
The author points out that the birth-rate has dropped considerably in 
Germany, while the death-rate is increasing. During the year 1929 there 
were 3.1 per cent of stillbirths. Two per cent of the children died within 
the first seven days. Various other statistics are quoted pointing to the fact 
that most of the children who die during the first year of life are premature. 
Tables are given showing the stillbirth-rate and foetal mortality among 
3,644 deliveries. All the methods of delivery are tabulated. The post- 
mortem findings are described; birth traumata are the main cause of still- 
birth. A table is given showing the occupations of the mothers and their 
parity; 1,183 of the children were followed for a year, and it was found that 
32 of them had died. Details of the 32 cases are given. The author draws 
attention to the importance of antenatal supervision especially during the 
last weeks of pregnancy. He stresses the value of experts seeing the cases. 
He does not think that they should be left to house surgeons and young 
practitioners. The antenatal clinics must be completely organized and facili- 
ties for supplying nutriment and arranging hygiene must be available. 
The following antenatal maxims are laid down, (1) meticulous cleanliness, 
(2) exercise and fresh air, (3) comfortable dress, (4) a rational diet, (5) the 
relief of constipation, and (6) reporting swelling of the legs. 
Bleeding during pregnancy is serious, several examinations should be 
made during pregnancy; timely assistance should be arranged for. 


Late RECURRENCES 
UTERINE CANCER. 
The author describes a number of cases in which recurrence followed five, 

seven, 17, 7% and 15 years after the radiological treatment of malignant 

tumours in women. He was able to collect many other cases from the 
literature. 

Two questions arise: (1) Is radiation enough? (2) Is the complete 
eradication of the growth brought about by radiation? 

The author discusses these two questions, pointing out how difficult it is 
tc be sure when the patient is cured, illustrating his remarks by quotations 
from the literature and cases of his own. His practice is to treat all operable 
cases surgically and follow this by deep X-ray therapy. Inoperable cases 
are treated radiologically. Cases which become operable are submitted to 
surgery and again irradiated subsequently. 


FOLLOWING THE RADIOLOGICAL TREATMENT OF 


THE INFLUENCE OF TERRESTIAL HUMIDITY ON THE INCIDENCE OF CANCER. 

The author was able to show statistically that the mortality from cancer 
among the Dutch was twice as high as that among Germans living in a 
certain district of the Rhine between the years 1883 and 1931. He could 
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not find any relation between the humidity of the ground and the genesis of 
cancer. There was no difference in the mortality from cancer between those 
living in the highlands and the lowlands of the same district. In 11 cases 
cancer occurred in both husband and wife; in three sisters; in 25 members of 


the same household; and in three members of the same house not related to 
each other. 


STENOSIS OF THE LARGE INTESTINE FOLLOWING INFLAMMATORY DISEASE OF 

THE FEMALE PELVIC ORGANS. 

The author describes a number of cases of stenosis of the large intestine 
following pelvic inflammation, illustrating them by means of barium enemata 
and X-rays. It followed inflammation of the pelvic organs associated with 
much exudation. Inflammatory processes involving the broad ligaments and 
the pouch of Douglas chiefly affect the rectum and the lower part of the 
sigmoid colon; adnexal tumours, especially on the left side, involve the sigmoid 
colon. The author draws attention to the difficulty of diagnosis from malig- 
nant tumours of the bowel. X-rays help. With tumouors of the bowel 
barium will not pass the obstruction. With stenosis following inflammatory 
conditions, the barium passes freely and the mucosa remains unchanged. 


THE MECHANISM OF THE PASSAGE OF THE HUMAN OVUM AND ITS DISTURBANCES. 

The author discusses the following theories for the passage of the ovum 
from the ovary to the uterus. (1) Lewkardt’s ejaculation theory: This sup- 
poses that the ovum is shot out of the ovary with follicular rupture. 
(2) Pinneyr’s and Lodes’s theory ascribes the power of wafting the ovum to 
the uterus to the ciliated tubal epithelium. (3) Sobotta’s theory states that 
the muscle of the Fallopian tube is made to contract by the pituitary gland. 
(4) The theory that there is wave-like movement of fluid in the Fallopian tube. 

The author illustrates, by means of injections of lipiodol, that the ovum 
passes into the Fallopian tube immediately the follicle ruptures. 

He was able to show that the fimbriae move just before ovulation and 
form a tunnel. This movement only occurs at the site of ovulation. Hosse 
is referred to as having shown that the opposite Fallopian tube can approach 
the ovulating ovary. The author discusses how any alteration in the function 
of the Fallopian tube may give rise to extra-uterine congestion. 


FURTHER INVESTIGATIONS CONCERNING THE INTRA-UTERINE FUNCTION OF THE 

FoETaAL KIDNEY. 

The author continued his investigations published in the Archiv. fiir 
Gynakologie, Vol. CLXI, on the intra-uterine renal function, when he was 
able to show that, (1) with advancing pregnancy the total crystalloid content 
of the liquor amnii is diminished either through an increase of fluid or an 
absorption of salts, (2) urea and uric acid become increased as pregnancy 
advances, (3) the relation of urea and uric acid alters as pregnancy advances, 
there being an increase of uric acid. This presupposes that there is a strong 
resorption of urea. 

In his present investigation the author attempted to find out more about 
intra-uterine function. He examined the urea and uric acid content of the 
maternal blood and liquor amnii in each patient. His conclusions are that 
(1) the urea and uric acid of the liquor amnii increase as pregnancy advances, 
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This confirmed his previous findings. (2) The urea and uric acid of the 
maternal blood remain within physiological limits. 

From these two findings the author adduces the hypothesis that the foetal 
kidneys are at least able to function during the second half of pregnancy. 


AN EXPERIMENTAL INVESTIGATION ON THE INFLUENCE OF SPLENECTOMY ON 

GENITAL FUNCTION AND ON THE PROGENY. 

The author first discusses the functions of the spleen and gives the common 
indications for its extirpation. He next discusses the effect of splenectomy on 
oestrus, conception, pregnancy, spermatogenesis, and the foetus. He 
utilized rabbits, guinea-pigs, rats and mice for his experimental work; about 
300 animals were employed He found that removal of the spleen produces 
no effect on the oestrous cycle or on the fertility-rate. It, however, 
frequently led to abortion if the operation was done during pregnancy. 
There did not seem to be any effect on spermatogenesis. The foettis developed 
slowly during the first four weeks of their neonatal existence when born of 
splenectomized parents. 


THE COURSE OF PREGNANCY AND LABOUR IN CASES OF DIABETES. 

The author points out that authorities vary with regard to the prognosis 
of diabetes during pregnancy. Most investigators declare that pregnancy has 
a deleterious influence on diabetes and record coma and exitus. There seems 
to be an increasing tendency to acidosis towards the end of pregnancy and 
during labour. A perusal of the literature shows that there is no general 
agreement about the effect on pregnancy. Some writers give the incidence 
of abortion as 30 per cent; others state that 50 per cent of the foettis die in 
utero. Kron shows that the children born at term are weak and may die a 
few days after delivery. Other authorities support him. Ambard and Seitz 
report a single case of congenital diabetes. In the author’s clinic, during 10 
years, 22,773 deliveries and abortions were admitted, of which 12 were found 
to have definite glycosuria. The clinical details of these cases are given. 
Some of these were treated before and others after the introduction of insulin. 
The author reviews the literature regarding the value of insulin and points 
out that there is no uniformity of opinion. He gives details of four of his 
own cases which were treated with insulin. The results were all good. In 
conclusion, the author discusses the indications for the treatment and induc- 
tion of abortion. 


M. Datnow. 


Miinchener Medizinische Wochenschrift. 


April 28, 1933. 
The relation of the sympathetico-adrenal system to the changes in the female 
genital organs associated with reproduction. M. Walthard. 
May 5, 1933. 
*Anaemia of pregnancy. W. Schultz. 
May 12, 1033. 
*Leucorrhoea and its treatment. L. Niirnberger. 
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May 19, 1933. 
*A combination of eupaverin, atropine and dimethylaminophenazone (eupacol) 
in midwifery. J. Krug. 
May 26, 1933. 
*The diagnosis and treatment of carninoma of the vulva. E. Vogt. 


June 2, 1933. 
*The bacteriological investigation of the rectal mucous membrane of children 


suffering from gonorrhoeal vulvo-vaginitis. Charlotte Ruys and P. A. Jens. 


June 9, 1933. 
*The mineral metabolism in infants. E. Rominger and H. Meyer. 


June 30, 1933. 
*Purcavit with living iactic acid bacilli in the treatment of non-specific fluor. 
S. Georgii. 
July 14, 1933. 
The ligature of veins in puerperal pyaemia. E. Kehrer. 


July 21, 1933. 
*The early diagnosis of uterine carcinoma by means of the kolposcope. 
E. Zweifel. 


August 4, 1933. 
*A diet of apples for infants and voung children. Elizabeth Urbanitsky. 


August II, 1933. 
*The sub-mammary temperature as a criterion of the functional capabilities 
of lactating mammae. M. Zelic and Z. Djokic. 
A case of rupture of the uterus in a woman near term caused by an external 
blow. F. Orthner. 
August 18, 1933. 
*Pernicious anaemia and pregnancy. A. Eyding. 


ANAEMIA OF PREGNANCY. 

As the result of the investigation of 567 cases, Schultz agrees with other 
workers that about 50 per cent of women in the later months of pregnancy 
suffer from anaemia which he terms the ‘‘pseudo-anaemia of pregnancy’’. In 
these patients the haemaglobin may fall to 60 per cent and the red blood- 
corpuscles to 3,000,000 per cubic millimetre, but these low figures he believes 
to be due to the blood being diluted with an excessive amount of plasma. 
In his view only about three per cent of gravid women suffer from the true 
anaemia of pregnancy, and of these a number are probably anaemic before 
they become pregnant. Pernicious anaemia is very rare in Hamburg, the 
author having seen only four cases in 13 years. One patient became pregnant 
during an intermission of the disease (before treatment with liver was intro- 
duced) and died three months after a premature confinement. 


LEUCORRHOEA AND ITS TREATMENT. 
Leucorrhoea may be due to causes in the genital canal, to general bodily 
disturbances, or to a combination of both factors, while the fluor may derive 
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from the vagina itself or from the cervix. Niirnberger stresses the necessity 
for a thorough investigation of these cases, and for the institution of a com- 
prehensive general and, when necessary, local treatment. The author agrees 


with Menge that the local treatment of fluor albus in a virgin is strongly 
contra-indicated. 


A COMBINATION OF EUPAVERIN, ATROPINE AND DIMETHYLAMINOPHENAZONE 
(EUPACOL) IN MIDWIFERY. 
Krug advocates the use of tablets of eupacol during labour. Eupaverin is 
a synthetic preparation possessing papaverine-like qualities. While this com- 
bination of drugs is not always successful in alleviating the pangs of labour, 
it is harmless to both mother and child, strengthens the pains, allows the 
abdomen to be palpated with ease, and has no unpleasant after-effects. 


THE DIAGNOSIS AND TREATMENT OF CARCINOMA OF THE VULVA. 

Vogt, after showing it to be a relatively rare tumour, discusses the 
symptomatology, pathology, aetiology differential diagnosis, and methods of 
treatment of vulval carcinoma. If surgical removal is attempted the inguinal 
glands should be removed whether they appear to be affected or otherwise. 
He has treated one case with radium by the needling method, using gold 
needles. The doses given were one of 2,270 milligramme-hours followed by 
one of 2,000 milligramme-hours. The immediate results were very satisfac- 
tory, but it is too early to assess the value of this method of treatment. The 
author stresses the following points: That leukoplakia and kraurosis vulvae 
are precancerous conditions, that it is advisable to avoid bioscopy if possible, 
that the tumour is liable to recur even after 18 years, and that a close liaison 
with the general practitioner is necessary if early cases are to be discovered 
and the post-operative treatment is to be adequately carried out. 


THE BACTERIOLOGICAL INVESTIGATION OF THE REcTAL Mucous MEMBRANE OF 
CHILDREN SUFFERING FROM GONORRHOEAL VULVO-VAGINITIS. 
Charlotte Ruys and P. A. Jens claim that in cases of gonorrhoeal vulvo- 
vaginitis in children the rectal mucous membrane is usually infected and is 
more difficult to cure than the vaginal infection. They held the buttocks 


open and without any other preparation removed mucus from the anal canal 
which they submitted to culture. 


THE MINERAL METABOLISM IN INFANTS. 

It is only during recent years that interest in the mineral metabilism of 
the body has attracted general interest. As the foetus develops its mineral 
stores increase at the expense of its water content. Rominger and Meyer 
have found that this increase is due to calcium and phosphorus, the potassium 
remains fairly constant while the sodium and chlorine may decrease. In 
breast-fed children the mineral content of the body decreases, the loss con- 
sisting of calcium and phosphorus, while the sodium remains fairly constant 
and the potassium increases. On the other hand the mineral content of 
artificially-fed children often increases, and the authors believe that the excess 
of minerals ingested may be stored in depots of which the liver is perhaps the 
most important. They further believe that the minerals, in particular sodium 
and potassium, may be stored dry, i.e. without the water in which they were 
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in solution. In conclusion, they discuss certain symptoms in the light of these 
views. 


PURCAVIT IN THE TREATMENT OF NON-SPEcIFIC FLuoR WITH LivinG Lactic 

AcID BACILLI. 

Purcavit is a preparation containing large numbers of living lactic acid 
bacilli, which when introduced into the vagina multiply and destroy harmful 
bacteria. Georgii has obtained good results with this preparation in the 
treatment of cases of non-specific leucorrhoea. 


THE EaRLY DIAGNOSIS OF UTERINE CARCINOMA BY MEANS OF THE KOLPOSCOPE. 

Leukoplakia of the portio may develop into carcinoma. Zweifel insists 
that the kolposcope, of which he has devised a new pattern, should be gener- 
ally used to detect precancerous conditions of the cervix and vagina. 


A DIET OF APPLES FOR INFANTS AND YOUNG CHILDREN. 

Elizabeth Urbanitzky advises that all cases of nutritional disturbances in 
infants and young children should be treated by a diet of apples. If the 
fresh fruit cannot be obtained aplona, an apple powder, is very satisfactory. 


THE SuB-MAMMARY TEMPERATURE AS A CRITERION OF THE FUNCTIONAL 

CAPABILITIES OF LACTATING MAMMAE. 

Zelic and Djokic consider that the sub-mammary temperature affords the 
best criterion of the functional capabilities of the lactating breasts. The closer 
the sub-mammary temperature approximates to the sub-lingual the better 
the prognosis. During the early months of pregnancy the sub-mammary 
temperature does not exceed the axillary, but towards the end of pregnancy 
it rises until it almost equals the rectal or sub-lingual temperature. It does 
not alter during suckling. 


PERNICIOUS ANAEMIA AND PREGNANCY. 

Edying reports two cases of pernicious anaemia; during an intermission of 
the disease both the patients became pregnant and delivered themselves of 
healthy fuil-time children. 


G. W. Theobald. 


Monatsschrift Fur Krebsbekamfung 


Vol. i, No. 3, March 1932. 
Bleeding mammae. W. Klages. 
The care and treatment of patients suffering from carcinoma. H. Auler. 
“Occupational cancer. O. Teutschlaender. 
The cancer campaign in Baden. R. Sagmuller. 
The cancer campaign and quackery. W. Ceelan. 


Vol. i, No. 4, April 1932. 
*A combined collection of statistics showing cancer care following operations 
by the surgeons of Bayer. F. Koenig. 
The application of physio-therapy. O. Risse. 
The care and treatment of patients suffering from carcinoma. H. Auler. 
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Cancer therapy and salicylates. A. Kuhn. 
Occupational cancer. O. Teutschlaender. 
*Malignant neoplasms in old Egyptian papyri. K. Sudhoff. 


OCCUPATIONAL CANCER. 

The author defines occupational cancer and points out that the terin 
should be restricted to those cases in which it occurs frequently in persons 
following certain callings. He briefly discusses the different forms of occupa- 
tional cancer and refers to the commoner sites on the body occupied by them. 


A COMBINED COLLECTION OF STATISTICS SHOWING CANCER CARE FOLLOWING 

OPERATIONS BY THE SURGEONS OF BAYER. 

A collection was made of the cases operated on by a large number of 
surgeons in Bayer. Only patients who have remained well for five years or 
more have been included in the statistics. The cases were all proved by 
microscopic examination of sections. The authors point out how easy it is 
to be wrong if clinical diagnosis alone is relied on. 

Nearly 600 patients were collected who had been operated on by the 
surgeons of Bayer. A table of the regional incidence is given. (No gynaeco- 
logical growths are included). The statistics of five-year survivals for other 
clinics are also referred to, e.g. Hamburg, 55 alive after five years out of a 
series of 1,071 who had been submitted to operation. The author shows that 
their figures compare very favourably with the others. 

The average age for all the cases of cancer is given as 55.6 years. Tables 
are given to show the age-incidence. 

In conclusion, the authors state that the position of radiology is not yet 
sufficiently advanced for operable tumours to be submitted to radiation 
therapy alone. In mammary cancer there is no justification for removing the 
breast alone and then submitting the glands to radiotherapy. 


MALIGNANT NEOPLASMS IN OLD EGYPTIAN PapyRI. 

The author refers to some fragments of papyri preserved in the museums 
of the New York Historical Society, Central Park. This contains two 
references to two tumours of the breast. The one is a description of multiple 
mammary abscesses with its treatment. The other is on solid tumours and 
describes what appear to be carcinomata and fibromata. For the former it 
states that there is not any treatment which produces results. 

In Eber’s papyrus, most of the descriptions of the formation of tumours 
probably refer to inflammatory and other swellings. Among 19 cases of 
abdominal disease described in this papyrus some probably refer to carcinoma. 
The author discusses sections of various other minor papyri which have 
reference to the diagnosis and treatment of tumour formation. 


M. Datnow. 


The Japanese Journal of Obstetrics and Gynaecology 


Vol. xvi, No. 3, June 1933. 

The influence of X-rays on the uropoietic system. Parts I and II. S. Takita. 

A study of erepsin in the liquor amnii and foetal intestines in every stage of 
pregnancy and in the meconium of the human new-born. M. Abe. 
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A morphological study of the vaginal cavity in plaster figures. J. Nakagawa 
and T. Mukuda. 
On icterus gravis familiaris of the new-born. H. Fujimori. 
The quantity of hormone of the anterior lobe of the pituitary gland in the 
human chorion and decidua. K. Mizuno. 
The relation between height and weight of the Japanese new-born. K. Okada. 
An experimental study of the function of the thyroid gland during pregnancy, 
parturition and the puerperium. Part I: On the metaboiism of iodine 
during pregnancy and puerperium. V: On the quantity of idoine in the 
thyroid gland during pregnancy and the puerperium. U. Nakamura. 
The sexual cycle and thyroid gland. U. Nakamura. 
*On hystero-salpingography. K. Nojima, T. Katahira and K. Suga. 
*An improvement on the hormonal diagnosis of pregnancy of Zondek and 
Aschheim by Shirai. K. Nojima and T. Katahira. 
The action of plumbagin, the effective element of plumbago zeylanica. 
D. Cho. 
A study of icterus neonatorum. Part I: The change of the blood-picture 
in jaundice of the newborn, especially the relation to the rise and fall of 
the quantity of serum bilirubin. H. Fujimori. 


On HYSTERO-SALPINGOGRAPHY. 

The authors have performed hystero-salpingography for a few years ana 
have obtained the following results: In cases in which it was found difficult to 
judge the patency of the Fallopian tubes after the first examination by the 
X-rays, especially when hydrosalpinx was present, X-ray photographs were 
taken at intervals for a few days and a comparison made with the first one; 
a diagnosis was easily made by the changes in the position and shape of the 
oily iodine. A pedicular ovarian cyst was easily diagaosed by the figure which 
extended upwards in the Fallopian tubes, but a broad ligament cyst could 
not be diagnosed by this means. A quick and accurate diagnosis could be 
made by hysterography. The X-rays did not cause abortion. An accurate 
diagnosis of a deformed uterus, especially the uterus bicornis unicollis, was 
possible. The passage of lipiodol into the abdominal cavity did not contra- 
indicate laparotomy and its prognosis. It took 100 to 150 days to absorb 
about two cubic centimetres of the lipoidal accumu.ated in one part of the 
abdominal cavity. 


AN IMPROVEMENT ON THE HORMONAL DIAGNOSIS OF PREGNANCY OF ZONDEK 

AND ASCHHEIM BY SHIRAI. 

A searching investigation was carried out by the authors with the object 
of shortening the time required i ina Zondek-Aschhiem test for pregnancy. By 
repeating two or three times an injection of five cubic centimetres of urine 
taken from a pregnant woman into the auricular vein of the rabbit, a positive 
reaction occurred within 24 hours. Recent haemorrhage in the ovarian 
follicles was taken as a proof of a positive reaction. But in the authors’ 
experiment haemorrhage was recognized outside the follicles 24 hours later. 
The weight of the rabbit, therefore, did not have to be limited and the 
haemorrhagic reaction was found to be more intense in the mature rabbit. 
If four cubic centimetres of the urine of a pregnant woman are injected 
subcutaneously three times, a strongly positive reaction occurs 48 hours later. 
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When boiled urine was injected the reaction was negative, as the hormone of 
pregnancy seemed to be very weak in its resistance to heat. The authors, 
adopting their own method, carried out an investigation into the Zondek- 
Aschhiem reaction and, in 23 cases in which the urine of pregnant women 
was used, obtained a positive reaction; in six contrast cases, in four of which 
boiled urine was used, the results were all negative. 


C. D. Read. 
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REPORTS OF SOCIETIES, 


BRITISH COLLEGE OF OBSTETRICIANS AND GYNAECOLOGISTS. 


The Quarterly Meeting of the Council was held on Saturday, November 
4th, 1933, with the President, Dr. John S. Fairbairn, in the Chair. Regula- 
tions for a Diploma to be styled ‘‘Diploma of the British College of 
Obstetricians and Gynaecologists’’ (shortened ‘‘D.C.O.G.’’) were passed with 
a view to their early publication. 

The following were elected to the Membership of the College: Catherine 
Anderson, Colombo, Ceylon; John Lloyd Davies. Swansea; Calvert Mertin 
Gwillim, London; Arthur Benyon Nash, Montreal; George Milburn White, 
Montreal. 

The President formally admitted to the Membership of the College: 
Alexander Allan, Manchester; John Barnard Blaikley, London; Harold Carter, 
Liverpool; Robert Leslie Dodds, London; John Douglas Flew, London; Tom 
Ivor Hughes, London; William George Mackay, Glasgow; Patricia Massey, 
South Africa; Douglas Ashley Mitchell, Bath; Edwin Moody Robertson, 
Edinburgh; Walter Salisbury, Northampton; Roy McGregor Saunders, 
London; Donald Robert Louis Stevenson; New Zealand; Henry James 
Thomson, Bellshill, Lanark; Beatrice Turner, London; and in absentia: 
John Stewart Henry, Canada; Peter Joseph Kearns, Canada; Margaret Mary 
Nolan, India; Newell W. Philpott, Canada; Walter Netley Searle, New 
Zealand; George Drury Shaw, South Africa; John Ross Vant, Canada; George 
Henry Mahony, India. 

After the admission ceremony Lord Riddell, of Walton Heath, presented 
to the College portraits of the President, Dr. J. S. Fairbairn, and the Hon. 
Secretary, Professor W. Fletcher Shaw, which he had commissioned Mr. J. B. 
Souter to paint. The Vice-President of the College, Sir Ewen Maclean, 
accepted the portraits and expressed the thanks of the College to Lord Riddeil 
for this further mark of his kindly interest in its development. 

The Third Dinner of the College was held at the Langham Hotel on 
November 3rd, when the Presidents of the three Royal Medical Corporations 
of Scotland were the guests of the College. The Toast of the Guests was 
proposed by Dr. H. Russell Andrews (Vice-President of the B.C.O.G.), to 
which each of the three Presidents responded. The Toast of the British 
College of Obstetricians and Gynaecologists was proposed by the President 
of the Royal College of Surgeons of Edinburgh, to which the President of the 
B.C.O.G. replied. 


THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 

A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, April 28th, 
1933, Dr. GIBBON FITZGIBBON, in the absence of the President, occupying 
the Chair. 
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A discussion took place on, 


THE MATERNITY HospitaL REports. 
Dr. Gipson FitzGrpson referred to version, which he considered a suitable 
mode of treatment in certain multiparous cases of relative disproportion, and 
sdid he was glad to notice that the Master of the Rotunda Hospital now 
advocated the treatment of these cases by version. On the other hand it 
was stated in the Report of the National Maternity Hospital that version 
should be condemned in cases of disproportion. In the Coombe Hospital 
Report there were two cases which had been treated by Caesarean section. 
To him these cases appeared to have been eminently suitable for treatment 
by version; one woman had four children and the other 14. These were 
typical of the type of case which he considered developed relative dispropor- 
tion from loss of alignment of the passages during the earlier confinements. 
He endorsed all the Master of the Rotunda Hospital had said with regard 
to persistent occipito-posterior presentation, and was glad to see that the 
practice at the Coombe Hospital was similar. In the National Maternity 
Hospital delivery by rotation was advocated in a small number of cases. 
He thought the statistics of the Rotunda Hospital and the Coombe Hospital 
were sufficient to condemn any interference other than in the ordinary 
occipito-anterior presentation, and the teaching of treatment by rotation 
tended to promote premature interference. The immediate foetal results in 
the Rotunda Hospital and the Coombe Hospital appeared more than favour- 
able compared with those in hospitals where treatment by rotation was 
adopted. The table of cases delivered per vaginam after previous Caesarean 
section was of value in demonstrating how the reduction in the size of the 
child by one pound, which could be easily affected by two weeks’ pre- 
maturity, resulted in easy delivery instead of insuperable disproportion. 

Dr. A. H. Davipson discussed the method of induction of labour and 
said that he believed that puncturing the membranes was now almost a 
routine method of treatment. All the reports showed good results in cases 
ot placenta praevia and accidental haemorrhage. He was of opinion that 
version had no place whatever in the treatment of contracted pelvis. He 
referred to the small number of cases of cancer of the cervix which occurred 
in Ireland, and said he thought where there was good midwifery there was 
little cancer. If a case of cancer of the cervix was operable it was wiser 
to operate, because by this means one was more likely to get rid of the 
disease than by treatment by deep X-rays. He was of opinion that Rubin’s 
test and lipiodol were excellent in cases of sterility. 

Dr. D. G. MapiLu said that, in his opinion, the introductory remarks 
composed the essence of a hospital report, and suggested that these remarks 
in the Report of the Coombe Hospital and the Report of the National 
Maternity Hospital might be longer in future. He noticed that the Master 
of the Rotunda Hospital had discontinued the use of chloroform in the 
hospital: the speaker thought this was a pity, as he regarded chloroform 
as a good anaesthetic in operative midwifery. Ether sometimes caused 
trouble. It was stated in the Rotunda Hospital Report that in cases of 
uterine inertia lower segment Caesarean section should be done, if possible 
before the appearance of foetid liquor amnii, he thought the rate of the 
foetal heart should be the indication. Referring to vaginal delivery after 
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previous Caesarean section he said that too many Caesarean sections were 
bad, and that the old postulate ‘‘once a Caesarean always a Caesarean’’ 
was not now true. He asked whether the Master of the Rotunda Hospital 
considered Watson’s method of inducing of labour better than puncture of 
the membranes, and when either failed, if he used the two combined. He 
had recently had a case in which the two methods in combination had failed. 
He also asked why the Master used bougies in cases of disproportion. He 
noticed that there had been 11 cases of cervical cancer during the year, a 
fairly considerable number. Last year in the hospital to which he was 
attached there was only one case which was inoperable, and this year 
there were not any cases. The Master thought that Rubin’s test was of 
extreme value in the diagnosis and cure of sterility. Personally he put 
very little value on it as a cure of sterility. Kielland’s forceps had been 
used in a large number of cases in the National Maternity Hospital. He 
asked if the Master preferred Kielland’s to Neville’s forceps. 


Dr. J. S. QuIN considered that chloroform was the best anaesthetic drug 
for use in midwifery. He asked if the Master of the Rotunda Hospital 
thought that version could be performed as easily under anaesthesia with ether 
as with chloroform. The speaker thought that the degree of relaxation which 
was necessary in order to make this operation easy was only obtainable with 
chloroform. Puncture of the membranes had been almost universally 
accepted as the best method of inducing labour. He asked if the Master 
of the National Maternity Hospital preferred bougies to puncture of the 
membranes in cases of disproportion, and “if he preferred to use bougies 
before or after the rupture of the membranes. He thought that labour 
could be induced more easily in primigravidae than in multiparae. He said 
that he could not understand why a scar in the lower uterine segment should 
not be just as liable to bad union as one in the upper uterine segment. 

Dr. R. M. Corset said he thought:the reports of the Dublin maternity 
hospitals differed from all other such reports in that they were produced by 
the men who were responsible for the deliveries. He thought that ‘the 
annual report should be a vehicle of the personal opinion of the master of 
the hospital. He felt that it would be a great mistake to reduce the reports 
merely to tables. The number of patients confined in hospital has increased 
enormously; the number of interim deliveries at the Rotunda Hospital is 
500 more, and at the Coombe Hospital 600 more, than 10 years ago. This, 
he believed, was leading to overcrowding in the hospitals and, until more 
beds are available, a system of limiting the number of cases delivered in 
hospital should be devised. He thought that this was the result of pre-natal 
care. The results in cases of placenta praevia were very good. The extern 
morbidity table for the Coombe Hospital seemed to him to be very small, 
considering the amount of work done. The breech table did not show the 
infantile mortality: he thought it should. In the National Maternity 
Hospital Report to cases of accidental haemorrhage, out of 21, were noted 
as not having had any treatment. Did this mean that they really were 
not treated, or were the patients put to bed and given morphia and saline? 
There had been one death from sepsis following the induction of premature 
labour with tents. He asked how the sea tangle tents had been sterilized. 
He did not describe a case as one of persistent occipito-posterior until the 
head was on the perineum. The cases which gave rise to difficulty were 
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those of non-rotation, and, perhaps, the difference in the recorded results 
was due to a difference in nomenclature. 

Dr. NINIAN FALKINER considered the mortality for toxaemia ard 
wondered if the present treatment of eclampsia was going to last. He asked 
if the masters of the three hospitals would consider giving Stroganoft’s 
treatment a trial for a year. He referred to the value of antenatal care, 
and said that the fact that there were six deaths from toxaemia out of 13 
cases suggested that toxaemia was associated with an inevitable mortality. 
Some patients shou'd not be allowed to become pregnant. Referring to 
induction of labour he said he did not think that puncture of the 
membranes was an ideal method in every case. If the liquor amnii drained 
away and labour did not begin, the liquor amnii was bound to become 
infected, and such infection resulted in foetal death. 

Dr. R. W. SHaw said he regarded chloroform as a dangerous anaesthetic 
ne matter how skilled the anaesthetist was. A midwife could give ether 
with perfect safety, but it was very dangerous for midwives to give chloro- 
form. Referring to the fact that a greater degree of relaxation was obtained 
with chloroform than with ether, he said that he believed it was unsafe 
to obtain such a degree of relaxation with chloroform. It was possible to 
get a very great degree of relaxation with ether if it was properly adminis- 
tered, and he believed that its use in obstetrics was considerably increasing. 

Dr. Kerry ReEppIN, referring to the sending of patients to antenatal 
clinics, said he strongly felt that there should be a limitation to the 
number of students who examined a patient in the clinic. Some women 
went once, and refused to go again because so many students examined 
them. He thought that not more than two students should be allowed 
to examine one woman. He also felt that the condition of the patients 
should not be discussed before them. Women frequently returned from 
the clinics and said ‘‘that they had heard they were breech cases’’; this 
frightened them and they would not go to hospital again. The urine should 
be tested at the patient’s first visit, and the result should be written on the 
card which the patient brought with her. If this was done the diet most 
suitable for each patient could be ordered. 

Dr. BETHEL SOLOMOoNS said he wished to welcome the first production 
of a clinical report before the Academy from the National Maternity Hos- 
pital. The material from the three hospitals furnished a great deal of food 
for discussion and thought, and on this, the first occasion when the three 
reports were discussed together, he hoped that time would not be wasted 
by a comparison of figures, but that the figures would be taken as a whole 
from the Dublin school of midwifery: this would serve as a good line for 
future discussions. 

The situation of the three maternity hospitals was nearly ideal for theit 
activities. The number of cases at the Rotunda Hospital, 4,489, was larger 
than ever; 3,842 of these were delivered. As the Coombe Hospital was 
responsible for 2,769 cases and the National Maternity Hospital for 1,719 
cases, 8,330 cases were available for study. 

The number of abnormalities depended on many factors: there were 
only 810 cases of albuminuria at the Rotunda Hospital; this led him to believe 
that the prenatal work during the year had been extremely effective. 

In dealing with the special points raised, he said that version was not 
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used as a treatment for contracted pelvis: it was used for disproportion due 
to want of alignment., The multiparous patient, with a pendulous abdomen, 
was treated first by a pad on the foetal head and an abdominal binder: if 
it was found that these measures failed a foot was brought down, before 
signs of dystocia arose. There were two infantile deaths, one occurred in 
a case of accidental haemorrhage. He believed that the repetition of 
Caesarean section could sometimes be avoided by the premature induction 
of labour at the right time. The scar would not rupture after either the 
classical or the lower segment Caesarean section, but the baby must not be 
allowed to grow too big. The induction table could be amplified if neces- 
sary. He agreed that there was not any ideal method for the induction of 
labour. Scheel’s method was the best; but it should not be done when the 
head was overriding the pubis: in that type of case it was better to 
endeavour to keep the membranes intact and to use Kraus’s, or a similar, 
method. He had never known the combination of puncture of the mem- 
branes, castor oil and quinine, fail to induce labour, but the baby might die. 

Dr. Solomons also said he was very glad to hear such a skilled 
anaesthetist as Dr. Shaw decrying chloroform. When he substituted ether 
for chloroform, some years ago, he was subjected to much criticism, but 
many hospitals had been converted to his belief. Even in Glasgow, the 
home of chloroform, deaths occurred after its administration. He repeated 
the fact that he thought it was comparatively safe to use it in private 
practice when the administration was under the immediate supervision of 
the obstetrician; but in a large hospital, where juniors give the anaesthetics, 
supervision could not be complete and accidents were bound to occur. 
Sufficient relaxation could be obtained with ether for any obstetrical 
operation. 

Minor degrees of albuminuria were so common that he thought cases of 
this character might not be of great significance; he therefore allowed an 
ordinary diet to a few of the patients. A large increase in the amount of 
albumin was the result: he did not have doubt as to the danger of food in 
toxaemia. 

One of the most difficult problems in the treatment of uterine inertia 
was to decide when to operate in time to avoid decomposition of the liquor 
amnii followed by death of the foetus. Only by meticulous observation of 
the foetal heart-rate and of the course of labour could the optimum time for 
the performance of lower segment Caesarean section be determined: this was 
rarely required. 

Prenatal attendance had increased, but not sufficiently: it was difficult 
to manage this department, as a new extern department was urgently 
needed at the Rotunda Hospital. He suggested that the small welcome 
grant from the Corporation of Dublin, which had already been received, 
might be increased. The prenatal ward which he had opened allowed the 
excellent old rule which prevailed at the Rotunda Hospital to be maintained, 
namely that there was always an empty convalescent ward. 

In order to encourage post-natal attendance, he had introduced a system 
whereby every patient on departure was given a ¢ard stating the times at 
which she could attend the post-natal clinic. He was afraid to use Willett’s 
forceps in bad cases of placenta praevia: he thought version was safer. 

Dr. Solomons then described the case, to which reference had been made, 
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of Caesarean section and stillbirth. On admission to hospital the umbilical 
cord was prolapsed and pulsating: soon after the pulsation ceased: the true 
conjugate diameter was 6.25 centimetres. Cephalotripsy seemed dangerous 
and likely to be accompanied by trauma: lower segment Caesarean section 
seemed safer and was done. He would not countenance craniotomy of a live 
child in any circumstances:. 


Cancer of the cervix was rarely seen at the Rotunda Hospital: most ot 
the cases were treated with radium. 

He extensively repaired the vagina, amputated the cervix and shortened 
the utero-sacral ligaments in cases of prolapse of the uterus. 

Rubin’s test and the injection of lipiodol into the Fallopian tubes often 
cured sterility. 

Dr. HEALy, in replying, said that measuring the pelvis had been abandoned 
at the Coombe Hospital, because the figures had not been found of value 
in the prognosis or treatment. If pelvimetry were emphasized, students 
and practitioners were inclined to forget the importance of the relative 
sizes of the foetal head and the pelvis, and to treat their cases purely 
according to the size of the pelvis; a practice which he believed to be 
wrong. He did not believe that version could overcome disproportion, but 
agreed that it was sound treatment for faults in the attitude of the baby’s 
head. He preferred ether to chloroform in hospital practice, because the 
service of an expert anaesthetist could not often be obtained in emergency 
cases. He had not experienced trouble from want of relaxation with ether, 

Dr. CUNNINGHAM, in replying, said that he did not believe version had 
any place in the treatment of disproportion. In the treatment of persistent 
occipito-posterior presentation he thought that rotation had a place. He did 
not attempt to apply the forceps in these cases unless there was a definite 
indication. Kielland’s forceps was especially useful in such cases. He 
had never had a death from chloroform, but he had had deaths from 
ether. The patients with accidental haemorrhage did not have any treat- 
ment. They were left aloue and delivered themselves. 


| 
| 
\ 
3), 
1302 
ay 


- 
ia de 
x 
ae = 


“Amenemiet II, B.C. 2500. 


4 G 


In Sickness and Convalescence 


‘THE impairment of digestive powers which is com- 

monly met with in the feverish patient, combined with 
the lack of desire for food, often aggravates the difficulty 
of adequately replacing the increased loss of energy and 


destruction of tissue which occur. 


‘‘Ovaltine” provides a satisfactory 
solution to the problem of alimenta- 
tion in many cases of sickness and 
in the stage of convalescence after 
severe, prolonged and debilitating 
illnesses, where an easily assimil- 
able, palatable and concentrated 
nutrient is required. It is always 
acceptable. 


TONIC 


OVALT 


“Qvaltine” replaces with advan- 


tage the ordinary milk preparations 
which so often prove distasteful to 
the invalid. Prepared from full- 
cream milk, eggs and malt extract 
in carefully balanced proportions, 
“Ovaltine” provides complete 
nourishment in the most readily 
assimilable form. 


FOOD BEVERAGE 


A liberal supply for clinical trial sent free on request. 


A. WANDER, LTD., 184 Queen’s Gate, S.W.7 
Laboratories & Works: King’s Langley, Herts. 
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Valentine's Meat-Juice 


For Quieting the Irritable Stomach in 
Pregnancy, for Rapidly Restoring the 
Vital Forces in Hemorrhage, for Sus- 
taining and Strengthening in Long and 
Exhaustive Labour, Valentine’s Meat- 
Juice is Extensively employed in 


Obstetrical Practice. 
C. C. Frederick, M. D., Clinical Professor 


cology, University of Buffalo, New York, U.S. ede ave 
used VALENTINE’S MEaT-Juice in the Irritable Stomaehs 


of Pregnant Women and after Abdominal Operations, with - 


Clinie in 1 


excellent success.’’ 


Prof. Dr. A. Jentzer, Professor 
Director of Obstetrical and Gynsxcolo 
University of Geneva, Switzerland: ‘* “ss used VALEN- 
TINE’S MEAT-JUICE in the treatment of Women weakened 
by Puerperal Hemorrhages. The preparation was well 
retained, well assimilated and the patients regained their 
strength rapidly.’’ 


For Sale by European and American Chemists and Druggiste. 


VALENTINE’S MEAT-JUICE COMPANY, : 


RICHMOND, VIRGINIA, U. S. A. 
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Pheract 


DURING PREGNANCY AND 
THE POSTPARTUM PERIOD 


supporting treatment is essential. Compound Syrup of Hypophosphites “Fellows” is 
the most logically prepared tonic at the disposal of the physician. 

It contains all the required minerals in correct proportion and in an easily 
assimilable form. These are Manganese and Iron to renew the blood stream im- 
poverished by continued loss; Calcium to replenish the constant calcium depletion; 
Potassium, Sodium, and Phosphorus to overcome the neural depression; Strychnine as 
a tonic to cell metabolism; and Quinine as a gastric stimulant. 


There is no better tonic than Compound Syrup of Hypophosphites ‘Fellows 
the parturient and post-parturient patient. During these trying periods, the  oidied 
dose is one teaspoonful three times daily well mixed with water. 


SAMPLES ON REQUEST 


FELLOWS MEDICAL MFG. CO., LTD. 
286 St. Paul Street, West, Montreal, Canada. 
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